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Surveyor: 17815

A recerification survey was conducted from June 9,
2008 through June 12, 2008. The survey was
initiated using the fundamental survey process. A
random sample of four clients was selected from a
resident population of eight women with various o
disabilities. In addition, a focused review was HEALTH REGULATION ADMINlSTRéBD N
conducted of a fifth client's food and beverage 825 NORTH CAPITOL ST., N.E., 2ND
texture and consistency. i WASHlNGTON, D.C.20002
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On June 9, 2008, at 6:27 PM, the facility was e
informed that Client #2's health and safety were at
risk due to improper feeding technique. The : .t
Registered Nurse intervened immediately. Staff
were refrained that evening and again on the
following day. On June 12, 2008, at 3:15 PM, the
survey was extended in the Condition of Health
Care Services following deficiencies identified
during the review of client seizure records, lab :
reports and neurology records. o

The findings of the survey were based on
observations, interviews with one individua!'s sister
and another individual's court-appointed guardian,
interviews with staff in the home and at two day
programs, as well as a review of client and
administrative records, including incident reports.
The determination was made that the facility was
not in compliance with the Conditions of '
Participation in Governing Body, Client Protections,
Facility Staffing and Health Care Services.

W 102 | 483.410 GOVERNING BODY AND MANAGEMENT w102

W2 |

i

The facility must ensure that specific governing l
body and management requirements are met. i

|

{
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survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correctin are disclosablp 14 days following the date these
documents are made available to the facility. [f deficiencies are cited, an approved plan of correction is requisite {0 gontinued progrﬁm particlpation.
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The governing body must exercise general policy,
budget, and operating direction over the facility.

Surveyor: 17815

Based on staff interviews, and record verification
the governing body failed to ensure that the facility
consistently exercised general policy, and operating
direction over the facility.

The findings include:

1. Cross-refer to W111. The governing body failed
to develop policies and procedures to maintain a
sufficient number of staff to ensure that clients were
monitored to prevent injuries and address behavior
management needs when transporting medically
fragile clients safely in/off the van during medical
appaintements.

2. Cross Reference W159. The governing body

' 105 ‘p N EECA

AR

I

¢
i

1ot WASHINGTON, G 20020
(4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCEP TO THE APPROPRIATE DEFICIENCY) A
i 1
U
W 102 | Continued From page 1 W 102 v . |
pag W0 Z:, Conhnued .,
S‘_Ji';’ey‘?'f: 17815 o "_ S - ) Cross hi)eer%clﬁi \'QFDPO = q_B,oa
The facility’s governing body failed to maintain \N \G?” W27 w qu
general operating direction over the facility to - e o 4 ‘) 0“6““9
ensure client health and safety [Cross-refer to W \ S Q,V\& W 3\ 8 .
W104, W127, W149, W158 and W318]. i
The results of these systemic.practices revealed the :
facility’s Governing Body failed to adequately
govern the facility in a manner that would ensure
clients were free from harm.
W 104 | 483.410(z)(1) GOVERNING BODY w 104 {AHOU -
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failed to enure that the Qualified Mental Retardation
Professional (QMRP) ensured that a rolling walker
was obtained as recommended by the Physical
Therapist (PT) one of one client in the investigation.

3. Cross Reference W436.The Governing Body
failed to ensure that the recommended adaptive
equipment had been provided and maintained in
accordance to their recommended needs for one of
one client in the investigation.

(2 ﬂdﬁmé\o@ respomae o

4009
aneytiog)

4. Cross Reference W 322. The Governing Body @lj QroSS e

failed to ensure that the facility's medical services 3o W 322
provided a through medical examination to ensure :
that optimal health care and services were provided

for one of one client in the investigation.

5. Cross Reference W 331. The governing body o, Cro S8 reberencas W 33 ‘ 4
failed to ensure that the facility's nursing staff !
provided nursing services in accordance with the :
needs of one of one client in the investigation.

‘W 111 483.410(c)(1) CLIENT RECORDS W 111 w A1 ‘
The facility must develop and maintain a . ’ \ 1,' 1Y)
recordkeeping system that documents the client's m %"ﬁ"‘dm w \u M mek
health care, active treatment, social information, %= eu\c&@noed b\,) Y
and protection of the client's rights. i f’ ~

Thie STANNARN iz nnt mat ac avidanrad hae
Surveyor; 17815

Based on recard review and interview, the facility
failed to maintain a record keeping system that
documented recent health care services provided
and reflected current health management care
plans, for three of the four clients in the sample. :
(Clients #1, #2 and #4) i
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The findings include: '
1. The facility's nursing staff failed to ensure Client Fo Ghand \ Was mgﬂsw*u) Cov
#1's Health Management Care Plan (HMCP) oUW -wvol agd s\Woes o) | 141008

reflected her custom-molded shoes, as follows:

Tuly 1 . 008,

The review of unusual incidents on June 9, 2008

revealed that Client #1 had sustained falls since her
admission to the group home on January 31, 2008. .
The HMCP, updated May 23, 2008, documented ;
osteoporosis and a history of fall as areas of I
concern. The goal was that the client would be free
from falls/injuries. The HMCP did not,- however, ]
reflect the PT's February 29, 2008 recommendation t
that she have custom-molded shoes. ;

2, Pod\c&'(i rep w\ew ovders b2b'08

2. The facility's nursing staff failed to ensure Client

#2's HMCP reflected her podiatry treatment orders, Wikl e, revieett 0nd, the.
as follows: LNLP w?(mgu\\ s NEELE, »
On June 11, 2008, at approximately 2:10 PM, MW' "avotf \ut” shows

| review of Client #2's nurse progress notes revealed ool e \‘ the. b
that on February 14, 2008, the podiatrist had s lbeen
discovered a "dark discoloration” on her fifth right e W ﬂ!\ C“"‘m'“
toe. The podiatrist recommended monitoring until aéd

l
healed. On February 18, 2008, a nurse wrote that H |
the "fifth toe right foot appears to be healing fine.” I i
However, on April 14, 2008, the podiatrist returned
for the next examination. The podiatrist wrote b
"There is issue protruding from fifth toe right foot,
nurs2 made aware of tissue protruding from fifth toe
right foot..." Subsequent review of the client's
HMCP, updated May 6, 2008, failed to show
evidence that nursing staff had addressed what now
appeared to be a recurring health concern,
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3. The facility's nursing staff failed to ensure Client
#5's HMCP reflected food and beverage texture and
consistency orders, as follows:

Cross-refer to W184.2. Client #5 had a pronounced
tongue thrust. On June 10, 2008, at approximately

mealtime protocol, MARs, and the Nutrition and |
Spe=ch/ Language Assessments. However, Client

#3's Health Management Care Plan, dated February

12, 2008 and physician's orders for June 2008 did
not reflect the order. There was no evidence that
facility nurses had sought to clarify the order prior to
the survey,

4. Client #4 experienced multiple seizures on
January 14, 2008 which led to her admission to a
hospital. On June 12, 2008, the ¢lient's neurology
records were reviewed, beginning at 9:15 AM.
Recent medicai reports and documentation of
alleged communications with medical professionals
were missing from her record, as follows:

a. There was a consultation form indicating that
Client #4 was seen hy the neurologist on January 8,
2008. The neurologist wrote "see note" for the
findings and recommendations. There was no note
attached, however, and further review of her
medical records failed to show evidence of the
neurologist's report.

b. Also on June 12, 2008, at approximately 9:25
AM, there was a consultation form indicating that
Client #4 underwent an EEG procedure on

C-a
7:52 AM, the medication nurse presented her with a +o md- ‘ime PYD !
-cup of water. She had difficuity drinking the water,
as her head titled to the-side, and water fell onto her & \\ ‘m r&e&
bib. "Nectar-thickened liquids” was reflected on her ’ \—\}JD\A\\ i&r‘d 2% A& 4 reflect -

©) ch:obf T‘@(exe,nm \*eeapome)
o \N\a\

. umefz ‘will be mu&ded

Nec.'\m"v\r\\\&%&\ \\C‘MS.
&

a. Muae, widl Co\lou_:;up withy

the Nueroloons]
and/verifieation of

o, Cop
Nuexo ag\eﬂ' me.vH/m

to wéoure. another Co
% -Wsﬂ ECH mp orﬁ ‘Fy

\[.

a QR Mf\\ Mhhwwb te tondu]
Lo rénrews and addess
GDM-%% as %e.y arse,

. addiional raioing cma herent€

b. W;w\\\ eow\acﬂ' Nuerolog!

I1DI il
WASHINGTON, BC 20020
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LSG IDENTIFYING INFORMATION) TAG REFEREN¢EP TQ THE APPROPRIATE DEFICIENGY) DATE
L J :
g 1
W 111 | Continued From page 4 W 111 1

1308 |
ongpy

b24:08

mmdaﬁmfo

r

Uy

i_'

FORM CMS.2587(02-98) Pravious Varsions Obsolete

Event ID:FLCO11

Facility ID: 09G122 -

Ij' continuation sheet Page 5 of 48




JUL-16-28P¥8 18:36 FROM: TFI: 2@2442943A P.9

P . PRINTED: 07/07/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES 1l : FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES N __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION: (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; I : . COMPLETED
. A, BUILDING
. WING
09G122 ¢ : 06/12/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3020 STANTON RQAD, SE
ot WASHINGTON, DC 20020 _
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D - PRO\}‘I‘pER'S BLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION $HOULD BE CROSS- COMPLETION
TAG OR LSGC IDENTIFYING INFORMATION) TAG REFERENcEp;_'ro THE APPROPRIATE DEFIGIENEY) DATE
W 111 | Continued From page 5 W11 \\NE l‘} 1

January 12, 2008. The neurology clinic indicated ‘
"report to follow." There was no EEG report b
attached to the consultation form and further review b
of her medical records failed to show evidence of
the EEG report.

c. Client #4's records indicated that on January 24, Co Rnhc:’oﬁvu-«\mm- W_ue.lf.s\ é’ W’ O%
2008, the neurologist ordered testing the serum incuckl Tegretol anc

levels pf her anticonvulsant medications. She was el \doi&‘» Rl 4] phres

prescribed Tegretol, Depakote and Keppra. A Qoes fat CeauIRL U’-\\ﬂ

telephone order dated January 24, 2008 indicated oes HaY, &,_J e

that her primary care physician (PCP) concurred; W‘h\i*ﬁﬁ'ﬁ% v '

he crdered "Get all anticonvulsant levals and LFT RN O 2 ; \

test." Lab reports indicated that the client's Tegretol Os; o ; \G% ‘.W '

and Depakote were tested; however, her serum : n .

Keppra levels had not been tested since Qctober 3, |:
2007. On June 12, 2008, at approximately 12:15
PM, the RN stated that the Director of Nursing, the
pharmacist and eventually the neurologist and PCP
had all stated that Keppra levels were not nesded.
After examining the client's chart, however, the RN
acknowledged that conversations with those
professionals, reportedly clarifying the lab order,
had not been documented appropriately in Client,
#4's record. At the exit conference later that
afternoon, the DON corroborated what the RN had
stated. She did not, however, present
documentation of contacts with the neurclogist :
and/or PCP regarding clarifying the order. S :

WIZ0 | S
Thie Shandacd will be

The facility must assure that outside services meet mer s Nd@“@e A 53;

W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120
OUTSIDE SOURCES

the needs of each client.
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Surveyor: 17815 i
Based on observations, staff interview, and record Tl
review, the facility failed to effectively monitor each .
client's day program to ensure that needs were met, :
for one of four clients in the sample. (Client #2)
The findings include:
On June 9, 2008, Client #2 was observed at her day : RE
program, between 11:00 AM - 12:15 PM. The T ;
following deficient practices were observed: I '
l . e
1. Gross-refer to W436.3. On June 9, 2008, at | (.N%ﬁq Y’@a(-@lavm TeSpOne
approximately 11:02 AM, Client #2's direct support o \MH% 3 i 7 2%.0«
staff at her day program stated that her wheelchair ' -
safety harness must be secured at all times. o Qmw will M witt v i 0?\%0”‘0)
However, her right arm and shoulder were outside the P\\Y%IO‘P(\ “herop e
of the harness at that time of observation. Interview ! W sy o0&
with the Qualified Mental Retardation Professional | for fre NG\ rte,E-E:.
(QVIRP) on June 12, 2008 revealed that the client - e et \‘W"
was known to independently move her arm out from L[ w (e {p
under the harness. Further interview and record - ° Q”;Ee%\“e\”@‘ %a% 0 e
review showed no evidence that the QMRP had - W
addressed this issue with the day program. In %LUI'Q« +had "H\e-‘
addition, there was no evidence that the client's . eeries mndi tr&mm&hm’\
alleged habit of rernovin'g the -safet_y harness had e bO\'\‘:lEa’fGn"\" W H'h -H\O.SQ
been addressed by her interdisciplinary tearn. &D‘g
provided by +he .
2, Cross-refer to W474, On June 9, 2008, at 11:31 _ L ,f
AM, Client #2 was presented a lunch plate at the I
day program that included pureed beef burger with 2. C,msﬁ;i re,ce,re,nt:,e, N.ﬁpmst
gravy. The burger and gravy was of a thin and }o W “74 Lo b . ke
watery consistency. later that day, at 6:38 PM, ! t\%@mﬂ
review of her mealtime protocol, dated October 12, » Qm@; w‘u COV\“; %nw h;,
2007, revealed that she was to receive foods
L ] - L g A E'n -~
"pureed with added fiber, pudding consistency." G’OMM me& UQ ts
This was consistent with her 4o AR G TaTEN propann,
Oommwc.a.\& ehanoes as
+h ouwr Adaress .
D'a_‘ g Qb they arise -
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physician’s arders, dated June 1, 2008 ("pureed to ; -
pudding consistency”). The facility failed to ensure o @,map *’W],u, L0 ; &!Mﬁs\‘ﬁ-
that foods served at the day program were of the o dd& l‘fﬂ al &% f%«? %wm e
texture prescribed by Client #2's physician. ne. ne fiﬁ o Ywe ween theedd
| | wtocol and adherence
3. Cross-tefer to W127. Client #2 was observed el U}ﬁd Q&\E’j’“
coughing during her lunch meal at her day program ) %\"\@ PM‘:’E“ '
on June 9, 2008. Her direct support staff indicated \cm ,
that this was not unusual; the client reportedly P
coughed frequently during meals. Interview with the '
two day program nurses a short time later revealed
that neither was aware that the cllent often coughed
during meals. Even though the two nurses said her
coughing should have been brought to their :
attention, day program direct support staff had failed
to nofify them. There was no evidence that the
client's risk of aspiration had been monitored
effectively by day program staff.
W 122 | 483.420 CLIENT PROTECTIONS W 122 [

The facility must ensure that specific client
protections requirements are met.

Surveyor: 17815

The facility failed to implement effective policies and
procedures to ensure Client #1's safety [See W149];
failed to ensure that all injuries of unknown source
were investigated thoroughly [See W154); and failed
to ensure the safety of clients who were at risk of
aspiration [See W127 and W194).

The effects of these systemic practices results in
the failure of the facility to protect its clients from
harm and to ensure their general safety and well

WI122

Twe %\oMOxd W
0% e»xdénoe& by

Rekrmq,,
WSy, e{nd W27

\ be wmeXr

m,spc)h&e.ab W 4G
cmd w\ay,
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W 127 | 483.420(a)(5) PROTECTION OF CLIENTS RIGHTS | W 127| \A\W2 T

The facility must ensure the rights of all clients. ‘
Therefore, the facility must ensure that clients are “
not subjected to physical, verbal, sexual or
psychological abuse or punishment.

This STANDARD Is not met as evidenced by:

Surveyor: 17815
Based on observation, interview and record review,

the facility failed to ensure the health and safety of : o

one client by making certain that all meals were “Thuo %“nﬁd &é« \m\\ \ne. mer

served in accordance with prescribed dietary 0% M\W \é '

orders, for one of the four clients in the sample.

(Client #2) g

The findings include: |, Chent »2 = vnaol g 30:C¥
M VAR

A mealtime protocol had been developed to address PY‘O“’OW‘ Wi " ﬁe’ mv Oﬁfﬁ %

Client #2's assessed risk of aspiration. %M\M\“ onc)

Observations at the day program and in the home,

however, revealed a failure to protect her health and OW‘PO’*\MM J‘ ?\V’f&
safety. The mealtime protocol failed to provide will M LonS (¢ o
clear, written instructions to ensure the client's QQAQA.

health and safety. In addition, staff did not provide \ '

the meals in accordance with the protocol, as _ It
follows: [

1. Client #2's mealtime protocol, dated October 12,
20G7, did not provide clear, written instructions, as ‘
follows:

a. OnJune 9, 2008, Client #2 was observed having
lunch at her day program. At 11:44 AM, the client
held her WonderFlo spout cup with her right hand
and was observed guzzling Boost Plus
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nutritional supplement at a very fast pace. The
client coughed repeatedly while drinking. At one

moment, the staff person told her to "be careful... X é@m Wl Wi TOVLEV NS \
you have to rest, drink a bit, and then rest.” The m\t&t\ &uw\q meml% une
staff person placed her hand behind Client #2's b, Al mqw Yo
head, pulled it forward slightly, because the client LPN | \rof ‘fﬂe&l (3008
had tilted her head backwards, hyperextending her @-wﬁ !L;,l W\O \M N
neck. Despite the one verbal prompt, the client did ' '-H < on'% 9
not slow her drinking pace and the coughing ea 5 fa ¥
continued. The staff person turned to this surveyor OA &Tﬁ%‘ C
and stated "when she puts this cup in her mouth, _\_he,y eurts
she doesn't want to... release the cup” until it is h
empty. At 11:54 AM, the client coughed repeatediy @ QN\_E.P will ﬁoum ‘”&:
while drinking some apple-cranberry juice at a fast the Qo vy YR
pace. When asked if the client coughed often, the 0% Y\E@-a e.c\, gnsu.re- +
two direct support staff who were assisting at lunch *—mmmﬂ
replied yes. dd“ one)

: wmp\e\é& e witl

2 ,

At 1:35 PM, review of Glient #2's mealtime protocol | (‘EW\%WL‘\? w(\r\:\ Mnes Nukﬂ’ﬂt?.s ‘
revealed the following: "Staff should assist her with [.\. «pw? m "ﬁm&p; r
drinking... Place the cup in her right hand allowing o’ g’w ed . e v
her to take sips of beverage between bites and after | - ﬂ‘b eeaed «

meal is completed." The protocol did not further _
glaborate on how staff should assist her. There T
were no instructions that addressed the
hyperextended neck or when she drank fluids at a T
fast pace. i

b. Client#2's mealfime protocol included the
following: “feed her slowly; monitor for signs of -
aspiration such as... coughing, choklng, watery -
eyes." The protocol did not, however, instruct staff -
on how they should respond if she showed signs of -
aspiration,

At approximately 2:00 PM, interview with the two
day program nurses revealed that they expected j
staff to bring the client to the nurse's station if she ' L
showed signs of aspiration. The nurses and a
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day program case manager were immediately il
informed of the observed fast drinking pace with {
coughing. They were also informed that the direct :

support staff had indicated that coughing was a
frequent occurrence, At the time, neither nurse had
been told that the client had coughed at lunch.
They both indicated that they were previously '
unaware that she frequently coughed during meals. :
The case manager stated that they would ask the
group home for further clarification on how to
address her rapid drinking while hyperextending her

' neck, S
2. Observations at the day program and in the 2, R&’W gopihree O
home revealed staff did not feed Client #2 foods W2 :

that ware of the consistency ordered by the primary
care physician and inciuded in the mealtime
protocol, as follows:

i

a. OnJune 9, 2008, at 11:31 AM, Client #2 was
presented her lunch plate at the day program. She
was served, among other food items, pureed beef
burger with gravy. The burger and gravy was of a
thin and watery consistency. Her mealtime protacol
indicated that she was to receive foods "pureed with
added fiber, pudding consistency.” This was
consistent with her physician's orders, dated June 1,
2008 ("pureed to pudding consistency"). It should
be noted that the client repeatedly refused attempts
by staff to feed her the food. She was presented

- Boost Plus nutritional supplement instead.

At approximately 2:05 PM, two day program nurses
were informed that Client #2's food was not of a !
pudding consistency, as ardered. The nurses and a l
case manager stated that they would ensure that
lunches served in the future would be of the
prescribed consistency.
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b. On June 8, 2008, at 6:21 PM, residential staff
was observed mixing Client #2's dinner foods
(pureed chicken, green beans and mashed
potatoes) together into a wide-rimmed heverage
glass. After the client ate a few spoonfuls of the
food mixture, she refused to continue. The staff
stirred Vanilla Boost Plus into the mixture, rendering
it the consistency of a thick soup. This too, was not
the "pudding” consistency ardered by the primary
care physician.

In the minutes that followed, Client #2 coughed
several times while being fed the mixture (see
complete description in the paragraphs that follow).
At appraximately 6:27 PM, the surveyor brought the
client's coughing to the RN's attention, and informed
her that the ¢lient's food had not been of pudding
consistency. .

3. Staff in the home did not give Client #2 her
liquids in the prescribed WonderFlo spout cup, as
follows:

On June 9, 2008, at 6:24 PM, a direct support staff |
person was observed stirring Boost Plus into. Client
#2's pureed food, instead of using the prescribed
WonderFlo spout cup. The staff person was then
observed pouring the mixture into Client #2's mouth
from a wide-rimmed beverage glass. The client's
neck was hyperextended and the client coughed.
Without pausing, the staff said "good girl" and kept
pouring the mixture into her mouth. The staff
emptied the rest of the Boost Plus into the glass,
which rendered the mixture to a soupy texture.
Once the feeding resumed, Client #2 coughed hard
and food came out onto her bib. The staff said "l
didn't tell you to spit it out” and continued

W 127
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Continued From page 12
presenting the dinner at a fast pace.

With that cough, at approximately 6:27 PM, this
surveyor summoned the nearby RN's attention. The
RN, who had not been observing the meal at that
time, intervened immediately. She asked the staff
about the client's WonderFlo cup. While pointing,
the staff said it was in the kitchen. The staff then
walked to the kitchen, opened another can of Boost
Plus, poured it into the spout cup and returned to
the client. The client had finished her dinner and
was now drinking the supplement from her spout

cup. Na additional coughing was observed.

While the RN reviewed the mealtime protocol, the
surveyor informed her that the food had been
presented at a rapid pace, that the client had
coughed repeatedly and that the food had not been
of pudding consistency. The RN puiled staff aside
and reviewed the protocol with them, She then
shared the information with the Qualified Mental
Retardation Professional, who stated that they
would retrain all of their staff.

On June 10, 2008, at approximately 5:00 PM
(before the dinner meal), the RN and the LPN on
duty provided a mare indepth in-service training for
all of the staff regarding the danger posed to health
and safety if/when a client aspirates food or
beverage and therefore, the importance of adhering
to the clients' mealtime protocols.

483.420(d)(1) STAFF TREATMENT OF CLIENTS

The facility must develop and implement written
policies and procedures that prohibit mistreatment,
neglect or abuse of the client.

W 127

W 149

wiyq
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Professional (QMRP) on June 9, 2008, at 4:10 PM,
revealed that the client's previous Behavior Support
Plan (BSP) developed by her farmer provider had
incorporated using one-on-one staffing. The QMRP
said she had reviewed with her staff the existing
BSP at the time of admission. The QMRP further
indicated that the client received one-on-one
supervision during awake hours (6 AM - 10 PM).
This was verified as in accordance with her updated
Individual Support Plan (ISP), dated May 23, 2008.

During the first several months after Client #1 was
admitted to the facility, she had four documented
falls, some of which resulted In injuries. The survey
revealed that the facility had failed to implement a
system to effectively prevent Client #1 from
sustaining injuries, as follows:

1. An incident report documented that
approximately one week after admission, on

. February 7, 2008, at 3:30 PM, she fell while

boarding a van and sustained bruises to her face.
The client's Health Management Care Plan

10! WASHINGTDN DC 20020 ]
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This STANDARD is not met as evidenced bv: i
Surveyor: 12301 :
Based on interview and record review, the facility i-
failed to implement policies that ensured the health B
and safety of one of the four clients in the sample.
(Client #1) W Mq (wv'\hnuec\ .
I
: i
The findings include: : ;
 Client #1 was admitted to the facility on January 31, The %’cmm\mrd. \M\\-\ \ne. wmak
2008. Her records indicated an history of falls, e t}.
including "status post fracture of the right humerus.” Qs @\mm %
Interview with Qualified Mental Retardation ; " 13‘08

on%oui’
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(HMCP), dated February 1, 2008, stated that due to
her seizure disorder, she had potential for
sustaining injuries. The HMCP instructed staff to
implement "fall precautions, daily," however, it did
not specify or otherwise describe what fall
precautions should be implemented.

2. An incident report documented that on February
10, 2008, at 2:15 PM, Client #1 fell while getting up
from the sofa after awakening from a nap. She
sustained slight swelling above her eyebrow. Staff
reportedly saw her as she was getting up but was
unable to reach her before she fell.

3. Cross-refer to W252. Another incident repont,
dated March 3, 2008, at 6:15 PM, docurnented that
Client #1 had a taritrum while having her hair
washed., She reportedly fell to the floor and
reopened an existing sore on her knee. The
incident report failed to indicate how or whether staff
intervened in accordance with her BSP. There was
no record of the March 3, 2008 behavioral episode
in the client's behavior data. The corresponding
investigation report, dated March 10, 2008, failed to
indicate whether the staff's response to the tantrum
behavior had been in accordance with the strategies
outlined in the BSP,

it shauld be noted that there was no evidence that
the facility determined whether additional safety
precautions might be indicated to prevent future
incidents.

4. Review of in-service training records revealed
that on March 21, 2008, the QMRP provided
training to the direct support staff on one-on-one
duties and responsibilities. However, on March

W 149
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24, 2008, at 7:55 AM, staff discovered a bruise to ' Coy WML
Clnent #1's upper right face, under the eye. The ‘
source of the injury was not known.
5. On April 2, 2008, Client #1 fell on her knee after Foll pmmﬁ% will ke,
her foot reportedly got caught on a chair while ﬂddﬂ‘ bon ¢ Lent 32 ﬂ,’ nwneP
ambulating. The corresponding investigation report,.
dated April 6, 2008, included a recommendation for ok “a\'WQQ m\“‘“o) W be
PT training. In-service training records, however, Yovi M DS N '
indicated that the PT provided training on May 17,. P ! 23 04{
2008, approximately 6 weeks after the-April 2, 2008 T i ‘3" '
fall, and after she experienced yet another fall (on: 24 Vi
May 1, 2008) that resulted in a sprained ankle. Mumm Wmmm%w ongy
6. An incident report documented that on May 1, Oew&mmr w "“’ Www
2008, at approximately 8:00 AM, Client #1 was 0 Yooe .\&n‘f\k ‘(_-E,\)\QN WA
heard making “loud vocalizations” in her bedroom. o A ‘(0\) %&Aw
Staff entered the bedroom and found her seated on \‘\Um%’ O \)
the floor, with an abrasion to her right knee, and a 0o N’IACA‘-
swollen right ankle. Evaluation at the emergency i
room revealed a right ankle sprain. The origin of
the client's injuries were unknown. According to her
March 2008 BSP and her Individual Support Plan e i"?C N‘ o ) L
(ISP), she was to receive one-on-one staff EWMO\(-‘, OCA d “‘1 A 2 \w“; W '
supervision during awake hours between 6 AM - 10 Pm‘" \ ¥ M)
PM. When interviewed further, the QMRP 0s needed o W\C«%M&"VC but
acknowledged that the client had been alone at the :
time of her injuries. - n°+ "W‘M M \‘D ;
7. On June 9, 2008, review of Client #1's record = ‘Dnm'e‘“* Y M
revealed that she was evaluated by the physical Pmﬁ.@ek WeS
therapist (PT) on February 22, 2008. The Jl
assessment report, dated February 29, 2008, - D DCAL\N\%\‘O.\"LW\ de
indicated that she "would benefit from custom- | '
molded shoes as soon as possible secondary to ﬂbﬂ‘éu’ﬁ \ Vat-R )]
severely pronated ankles... staff should be trained
on proper lifting techniques {
i
I
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when she flops onto the floor." The F-‘T further wrote
that he had dlscusseq his recommendations and
clintcal plans with the QMRP, House Manager,
direct support staff and the relevant interdisciplinary
team members on February 29, 2008. However, on
June 9, 2008, mtervuew with the QMRP revealed
that the PT recommehdatlons had not been

achieved timely, as follows:

a) Staff in-service training records: indicated that the
PT trained staff on May 17, 2008,'2 1/2 months after
the assessment and dimost 4 1/2 months after she

was admitted. i

b) The client remained without the molded shoes.
She was scheduled for an appoinfmeént on July 10,
2008, 3 1/2 months after the PT assessment. It
shou!d be noted that the 719A formn for the custom-
molded shoes was dated May 19, 2008 more than 2
months after the PT discussed the need for shoes

with the QMRP. |

8. Cross-refer to W153. Staff who were on duty at
the time that Client #1's injuries of unknown origin
were discovered on May 1, 2008, at-8:00 AM, failed
to implement the facility's incident, ‘management
policy to ensure timely reparting. The policy states
that the QMRP and D|rector shouid be notified
immediately of all emérgencies and it also stated
that incident reports should be completed before the
end of the shift, However, the QMRP, State agency
and the facility's Dlreotor of Residéntial Services
were notified more than 24 hours later, on May 2,
2008 (at 8:00 AM, 2: 29 PM and 2: 50' PM,
respectively). i

!

In summary, the June 9, 2008 mtervnew with the
QMRP revealed that |t was knownx that Client #1

F
i

W 149
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required close supervlsmn and had a history of
injuries due to falls when she was! admitted.
However, review of incident reports revealed that
she had experienced four falls between January 31,
2008 - May 1, 2008. Even though she had one-on-
one staff asmgned between 6 AM.- 10 PM, there
were 3 |njurles docun‘\ented since her BSP was
updated in March 2008, 2 of which were of unknown
origin. In addition, the client remamed without her
prescribed custom molded shoes at 'the time of the
survey. There was no evidence that the facility
implemented measurées timely to ensure the client's
safety. |

W 153 | 483.420(d)(2) STAFF TREATMENT OF CLIENTS W 153] W\
! o

'
= The facility must ensyre that all allegations of _ '] IL{'D‘L
mistreatment, neglect or abuse, as well as injuries thbm(/)
of unknown source, are reported immediately to the

administrator or to otfjer officials ih gccordance with . 5 \ \oe, et
State law through established procedures. -W\*b 9\'0.!‘\6. \Q\\’} n
i o as sudented By

i
I
:

This STANDARD is r‘jot met as evidenced by:

Surveyor: 17815 i

Based on interview and record veriﬂcatlon facility
staff failed to conslstently report nmurles of unknown
origin to the administrator and outside sources
within the required tlnje frame.

The finding includes: |

According to an incident report dated May 1, 2008,
the primary care physician instructed the nurse to
send Client #1 to an emergency rom. The
corresponding investigation report indicated that
she was seen at the ER at 9:30 AM on the same
morning (May 1, 2008). Further réview of
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W 153 | Continued From page! 18 W 153 W53 U}m—m“ed i
the incident report, however, revealed that the '
written report was pregared at 2:00 PM on the
following day (May 2, 2008). According to the
incident report, the Qu‘ahf ed Mental Retardation
Professional (QMRP), State agency and the
facility's Director of Residential Sefvices were 8 Reference nesponse
notified more than 24 hours later, Qn May 2, 2008 : W | qrq 8

(at 8:00 AM, 2:29 PM énd 2:50 PM respectively). ‘o

The facility’s incident ?anagement policy states that
the QMRP and Director should be notified
immediately of all emergencies and it also states
that incident reports should be completed before the
end of the shift. Therg was no evidence that staff
implemented their policies, as written, to ensure
timely notification of this incident. :

154 | 483.420(d)(3) STAFF TREATMENT OF CLIENTS W 154| VUNSY o ot

ongs

The facility must have levidence that all alleged
violations are thoroughly investigated.

| Thi> Slandard Wit ee mek

This STANDARD is not met as ev;idenced by: 0% &)\dgx\(,e(,,\ W

Surveyor: 17815 :

Based on interview and record review, the facility
failed to thoroughly investigate an [ncident of f RQCGW\OE, response. o
neglect, for one of the jeight clients: resndmg in the

facility. (Cllent#1) | : _ WIHQ.

The finding includes:

Interview with Qualified Mental Retardation
Professional (QMRP) on June 9, 2008, beginning at
4:10 PM, revealed that Client #1 was admitted to
the factlity on January 31, 2008. Both her pravious
and her current Behavjor Support Plans (BSPs)
incorporated the use of one-on-one staffing during
awake hours, specificdlly from 6 .
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W 154 | Continued From pagé 19 ;

AM - 10 PM. This was verified as being in
accordance with her updated Fndl\ndual Support
Plan (ISP), dated May 23, 2008.

On June 9, 2008, an jnmdent report documented
that on May 1, 2008 at approximately 8:00 AM,
Client #1 was heard making "loud vocalizations™ in
her bedroom. Staff entered the bedroom and found
her seated on the flodr, with an abrasion to her right
knee, and a swollen right ankle. Evaluation at the
emergency room revéaled a right ankle sprain. The
incident report did not indicate how the client
sustained the injuries. Upon further interview, the
QMRP acknowledged that Client #1 had been alone
at the time of heri lnjurles

Later that afternoon, rewew of thd corresponding
investigation report, dated May 5,:2008, revealed
that even though Client #1's plan prescnbed one-
on-one supervision, beginning at 6:00 AM, the
investigation report falled to address this i issue.

483.430 FACILITY STAFFING

The facility must ensure that spe(:lf ic facility staffing
requirements are met.

;
This SOWINITIOR in bt mant ae rdsidammed b

Surveyor: 17815 :
Based on observations, interviews and record
review, the facility failed to ensure clients' health
and safety [Cross- refer to W127 dnd W148]; the
facility's Qualified Mehtal Retardatioh Professicnal
(QMRP) failed to effectively coordinate services to

| meet the needs of its clients [Cross-refer to W159];

and the facility failed to ensure thét each employee

w 154) WS
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demonstrated competency in |mp|ementatmn of
clients' mealtime protocols [Cross:refer to W194].
L
The effects of these systemic practices results in
the faiture of the facility to ensure the availability of
adequately trained staff, to ensure client health,
safety and well being.
. W 159 | 483.430(a) QUALIFIED MENTAL RETARDATION W 158| \A) (50‘
PROFESSIONAL .
Each client's active treatment proéra?n must be

integrated, coordinate:d and rmonitored by a qualified
mental retardation professional.

‘ Y oud met™
Pemme Thic STANMHARN ic int mat ac n\ﬂrh:nr-nrl Far W uKM m

Surveyor: 17815
Based on observatlon staff mterwew and record
verification, the Qualified Mental Retardatlon
Professional (QMRP) failed to coordinate and
monitor services for four of the eight clients residing
in the facility. (Clients #1, #2, #4 and #5)

The findings include;

» DY
1. Cross-refer to W194. The QMRP failed to L Q)\M W M’S’PM ?; o
ensure that residential and day program staff were "‘O NMM , 7"}0‘"/}

trained to effectively and competently implement
Clients #2, #3 and #55 diet orders

2. Cross-refer to W2 0 The QMRP failed to
ensure that Client #4's mealtime profocol, dated - 2. (:,/U”\A “M‘PWV-LQ
April 13, 2008, provided staff with clearlnstructlons . ;
on how to assist her while eating with a spoon. h) \N 1"{0
: i

! i
3. Cross-refer to W120. The QMRP failed to
ensure that day program staff fed Client #2 foods 3 \ Q}\D&S C\ﬂ%ﬂ)\ﬁ.ﬂv{ﬂ nMp()‘\Q,Q

that were pureed to a pudding consmtency, in +0 WIZD
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accordance with her mealtime protacol. In addition,
the QMRP failed to ehsure that day program staff
monltored her for signs of asPIratfon and kept the
client's wheelchair safety harness properly secured

at al! times, !
4. Cross-refer to W194 2. Although nectar- I‘D Q»VD% I\Qr"pmn(?_
thickened liquids was reflected on Client #5's o wiay, 7

mealtime protocol, MARSs, and her Nutrition and
Speech/ Language A:ssess'ments, itwas noted that
her Health Management Care Plan, dated February
12, 2008 and her physician's ordérs for June 2008
did not reflect the ordler There was.no evidence
that the QMRP had sought to clanfy the order prior
to the survey. ; _

i The QMRP f 6—) % E’ |
o 5, Cross-refer to W149 e ailed to
ensure timely supporls and servu}es necessary to ‘\‘D W\' ‘I")'SO"
ensure Client #1's safety. Rewevy of incident ] ovquw,
reports revealed that'she had experienced '
numerous falls between her date of admission
(January 31, 2008) and May 1, 2008, Even though
she had a one-on-oné staff asmgned between 6 AM
~ 10 PM, there were 3 injuries dodurnented since
her Behavior Support Plan was updated in.March
2008. Other injuries had ‘accliffed in February. In -

addition, the client remained without her prescribed

orthopedlc shoes mor&than 3 manths after the PT's b ﬁem \‘E‘%PO“\% Yo

February 29, 2008 re‘lcommendatuion_ '. ] Wiz0,

6. The QMRP failed :to establish @n effective _ i

communication system between the: home and Y, Ho-mo, W\OJJ\0,0\Q;( / QD\Y.P {»\“

Client #4's day program, as fDIIGWS: Implement on eftechve
| or voress e

On June 9, 2008, at apprommately 12:00 PM, direct _mo\f\\ o “\19{_?@\ ent # Y

support staff at Cl|ent #4's day program reported enNnsurd. Cr \

that the client had been without a ‘transfer sling in \& pre vided o. XTorkfer

her wheelchair for the past two or. a\ Ney o o\l fmes.,
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three weeks. Observatlons revealed that there was
no sling on the wheelchalr at that moment. Staff a A d&\.\'\ﬁ“\c‘*\ ‘.-‘.;’(‘h‘\:‘; '\‘1?,\.\ @ &
further indicated thatithe client was heavy and that Wil be Pmu\c ed 0s 0 {4

the sling was needed for safe transfers from her [
wheelchair. The QMRP and home manager were 1O ensure He cahnblishec
interviewed in the hofne on June 112, 2008, at 10:55 qmctd,mes oxe. \mp\emen f
AM. They indicated {hat this had:been an engoing

issue between the day program and the home;
however, the QMRP sald she thought that the issue
had been resalved. Further interview revealed that )
she was previously unaware that Client #4 did not |
have the transfer sling on her wheelchair in recent
weeks, ‘She stated that it was the morning shift -
leader's respon5|blllty to ensure that the sling was in
the wheelchair prior to departure; however, upon
further discussion, she acknowledged that there

o was no checklist or other system established by
which she could verify that the sllng| was being used
daily. i

W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM w 194| \Al LAY}

Staff must be able to demonstrate the skills and
techniques necessary to implemnént the individual

program plans for each client for whom they are .

responsible. :

Thic STANDARD ic pnt mat 2 avironrad e S*ﬂ)l\c\ﬂ.ré& will be.
urveyor: i .

Based on observation, interview &nd record ek s @A.)\de,v’\,c,e,.& b&st

verification, staff failed to demonstrate competency
in m‘plementlng cllents feeding protocols, for three
of the: eight clients res:dlng in the: facnllly (Clients
#2, #3 and #5) ! {

The findinge include:

1. The facility failed to ensure staff displayed

X
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competency in mpler‘nenhng Cllent #2's diet order,
as follows: 3
a. Addshorol e{'ﬂf“@ -Q'rq.mm%
a. OnJune 9, 2008, x(.';Iuant #2 was observed eating E bﬁd bo @rEuse
lunch at her day program, begmning at 11:31 AM. WI l Pmﬂ
Her meal included pureed beef burger with gravy mﬂ '
that was of a thin and watery texture. At 1:34 PM, thﬁtﬂm %D whe v 'J-?Hz-?’i
review of her mealtire protocol, dated October 12, ?m tecot - Qy%mrﬂ}
2007, revealed that h;er foods shauld be pureed to a .
"pudding consistency,” This was iconsistent with her
physician's orders, dated June 1, .2008. Signatures . .
on the back of the mealtime protocol indicated that e éﬁﬁ.i@m\c& mgpgﬁge, )
day program staff had received training 6 months , 5 2
earlier, on November'ZQ 2007. \M VZD N\
1A
b. On June 9, 2008, at 6:21 PM, Client #2 was @ Addinonol SAEE Troem 0\
presented her dinner. Resndentla] staff was W ke vouided '?0" ‘he
observed mixing her dinner foods: (pureed chicken, W P
green beans and mashed potatoss) together inta \'\U.!’&»\hq o ATS < J\"Aﬁ-
one wide-rimmed beverage glass, After the client )
declined spoonfuls ogthe food mtxture the staff on a0herex e Yo hmg
stirred some Vanilla Boost Plus into tha mixture, < |enc|
rendering it the con5|stency of a thick soup. As PTO{‘OCO‘ ¥ @ooc\ Consi €s
previously noted, her,food was to be pureed to a
pudding con5|stency Lo Y
- @ QIRP[Home Manager witl
Because Client #2 was observed to cough during tonnnue Yo wmc%h h
the end of her dmner the RN was informed by this weal monteung
surveyor that her food had been presented at a T'OV&WW*Q < oV ‘"C\c
rapid pace, she had doughed repéatedly and that ooervations, ¢
her food had not been of pudding consistency. The Ce_e&\)mt\f— de NS
RN pulied staff aside iand reviewed the protocol with \ QA\ 3o ensiung
them. She then shared the information with the o= W
Qualified Mental Retdrdation Professional, who MQW\Q) Q,omp\'\&‘tﬂﬁv‘e w/
stated that they would retrain all of their staff,
Y . s srewndard .
On June 10, 2008, at;approximatély 5:00 PM
; .
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(before the dinner meak) the RN and the LPN on
duty provided a moreilndepth in-siervice training for
all of the staff regarding the dangér posed to health
and safety iffwhen a dlient aspirates food or
beverage and therefore, the impoftance of adhering
to the clients' mealtime protocols., On June 11,
2008, staff in-servica trammg records were
reviewed, beginning at 10:00 AM.! The most recent
training on clients' mealtime prototols, prior to this
survey, had been documented on March 21, 2008,
Even though there had been some training
provided, the abservations and staff interviews
indicated that the March 21, 2008; tralnlng had been
ineffective. i

2, The facility failed to ensure that nursing staff
displayed competency in |mplementmg Client #5's
diet order, as follows ! :

The morning medlcatlon pass was observed on
June 10, 2008. At approximately 7:54 AM, the
medication nurse pladed a cup of Unthickened water
up to Client #5 and she drank. The client had a
pronounced tongue thrust, At 8:40 AM, review of
her Medication Admmﬁstratlon Reéord (MAR) for
June 2008 revealed she was to receive all fluids
thickened to a nectar conmstency On June 12,
2008, further review of her record revealed a
Speech/ Language Adsessment, dated March 12,
2008, and a Nutrition Assessment, dated February
8, 2008, both of whicH indicated that she was to
receive "pureed food and nectar-thick liqulds”
because she "cannot tolerate thin liquids or foods of
liquid consistency" du}e. to her tongue thrust.

3. Cross-refer to W32|2 4. There was no evidence
that nursing staff had received training on proper
implementation of Cllémt #3's G-tube

W 194

Wiad , oehnued.. .

0:18.08

& BN W\ wahewe Yo
- ndutt e dsenedion
Qg veepd himes and

medicahiovnn od winshedion
{ofurther encure orgoMg)

Lomplionce with s
Stondoad/

Nuweinoy stafS will be
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feeding orders. On two oceasions, different nurses ;
were observed giving the client less water than was '
prescribed by the PCP and nutritionist. .
W 240 | 483.440(c)(6)(i) INDIVIDUAL PROGRAM PLAN W 240{ \N 2HO K
The individual program plan must describe relevant m x
inferventions to support the individual toward ‘“’\m M M M.Q./WL -
independence.
P ns MWL&\W\ |
Thic @TANNAPRN i nAat mat me avidancrand has ;
Surveyor: 17815
Based on observation, interviews and record
review, the facility failed to ensure that mealtime
protocals provided clear, written instructions to staff
for the training of clients, for one of the four clients
in the sample. (Clients #4) ;
. !
]
The finding includes:
: ¢ e%reme, recqon 120
Client #4's mealtime protocol, dated April 13, 2008 R e -}O \N ’ @
did not define or describe with sufficient detail how i3
staff were to use the prescribed unbreakable spoon, 4 AMEP Coill em&wre, “hot & .
as follows: ‘H\L W\QGL\ \'\W\ v Pm toco ’3 Qﬂt,‘}mu,.@
On June 9, 2008, a day program staff person was ot \’-Pa&\eb {lﬂ re!—\'gf\;ﬁ
observed spoon feeding Client #4 her lunch. Later opet ‘j'- VO rmaﬁtt ,‘5
that day, at 6:10 PM, the Qualified Mental +he \en /.
Retardation Professional (QMRP) was observed 09’:\% hLB hEﬁd\e«d A(Lﬂﬂg .
assisting the client with dinner. The QMRP placed ‘u‘?f
the spaon in the client's hand and asked her to hold Cimﬂ’w pro\nda o t!)P\/ of
it. The client held the spoon lightly and the QMRP ‘ ‘M Y aTiTe
praceeded with providing hand over hand W\b ﬂmu “‘D ‘Hﬂ?_
assistance through most of the meal. When du,\ meam Eaﬂ’;ﬁ{: QNJ;
interviewed on June 12, 2008, at 11:25 AM, the S s
QMRP confirmed that Client #4 should receive hand o ‘\@’m\“\wﬁ Qs ‘Mt
over hand assistance during meals. She -
acknowliedged that this was not indicated on the : ‘
mealtime protocol. When discussing the day :
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program observations, the QMRP stated that day '
program staff should have known to encourage o
| Client #4 to participate with hand over hand-support : . .
because it had been a training objective in the past. : i !
She further indicated that she had not observed the
client at day program during lunchtime. -
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 WZL&Q o ‘

As soon as the interdisciplinary team has
formulated a client's individual program plan, each
client must receive a continuous active treatment
program consisting of needed interventions and
services in sufficient number and frequency to
support the achievement of the objectives identified o
in the individual program plan. : !

This STANDARD is not met as evidenced by: T Sheundaad Wil oo mel
Surveyor: 17815 (4 YA @U\Mua‘ Db\

Based on observation, interview and record review, [
the facilily failed to ensure that each client received

continuous active treatment services, including
needed interventions, for one of the four clients in
the sample. (Client #1)

The findings include:

Client #1 was admitted on January 31, 2008 with a ]
Behavior Support Plan (BSP) that was developed s
by her former provider. It inciuded one-on-one
supervision. Her new BSP, dated March 2008 also” ]
incorporated one-on-one staffing, between 6 AM C
and 10 PM. The BSP listed the following targeted "oy
behaviors: physical aggression, self-injury (including b
"deliberately throwing herself to the floor"); - Ct
tantrums, atternpts :
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to abscond, securing food in excess of her
nutritional recommendations and non-compliance. i
The BSP said staff should record all Incidents of b ‘
targeted hbehaviors. There was no evidence that ' i
staff implemented Client #1's Behavior Support Plan : i
(BSP), as follows:

- b caEpOR \
1, The psychologist wrote the following in Client P‘E.W vsp z Yo w 54‘ IR B-O“

#1's annual psychological assessment, dated May ' and ‘Al \qu . :
22, 2008: "...Data for February is not available. o OngnRy
Furiher, data for March and April is also missing..."

2. An incident report, dated March 3, 2008, at 6:15
PM, documented that Client #1 had a tantrum while
having her hair washed . She fell to the floor and
reopened an existing sore on her knee. The .
incident report faited to indicate how or whether staff :
intervened in accordance with the plan, at the-time . : %
of the tantrum. There was no behavioral data ; '
available to verify proper implementation of the
BSP. The corresponding investigation report, dated
May 5, 2008, failed to indicate whether the staffs
response {o the tantrum behavior had been in
accordance with strategies outlined in the BSP.

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W252| \\| 252 . !

Data relative to accomplishment of the criteria
specified in client individual program plan objectives
must be documented in measurable terms.

The sondond will oe mef
as cudenced by: | |
This STANDARD is not met-as evidenced by: ., ?

Surveyor: 17815 ‘ o !
Based on interview and record review, the facility Lo
failed to document behavior data in accordance
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with the Behavior Support Plan (BSP) for one
sampled client (out of four) with a BSP (Client #1).

The finding Includes:

Client #1 was admitted to the facility on January 31,
2008. Interview with Qualified Mental Retardation
Professional (QMRP) on June 9, 2008 revealed that
the client's previous BSP developed by her former
provider had incorporated using one-on-one
staffing. The behavior specialist observed the client
on February 4, 2008 and issued a new BSP, dated
March 2008. The BSP listed the following targeted
behaviors: physical aggression, self-injury (including
"deliberately throwing herself to the floor");
tantrums, attempts to abscond, securing food in
excess of her nutritional recommendations and non-
compliance. The BSP sajd staff should record all
incidents of targeted behaviors. This, however, was
not performed, according to the psychologist.
Review of Client #1's annual psychological
assessment, dated May 22, 2008 revealed the
following: "...Data for February is not available.
Further, data for March and April is also missing..."

However, an incident report, dated March 3, 2008,
at 6:15 PM documented that Client #1 had a
tantrum while having her hair washed. She fell to
the floor and reopened an existing sore on her
knee. The incident report failed to indicate how or
whether staff had intervened appropriately at the
time of the tantrum. The client's behavior data did
not reflect the March 3, 2008 incident.

When the QMRP was interviewed on June 11,

W 252
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1 2008, at approximately 12:35 PM, she stated that

the data had been in the facility; however, the
behavior specialist had not requested it. Additional
information was not provided before the survey
ended.

483.460 HEALTH CARE SERVICES

The facility must ensure that specific health care
services requirements are met.

Surveyor: 17815

| Based on observation, interviews, and record

review, the facility falled to ensure that staff in the
home and at day program demonstrated
competency in implementing clients' mealtime
protocols [Cross-refer to W127 and W194]; failed to
provide preventive and general health care services
to meet the needs of the clients [Cross-refer to
W322]; failed to establish systems to ensure that
nursing services were provided in accordance with
cliente' health and safety needs [Cross-refer to
W331]; and, failed to ensure timely medical follow-
up and referrals to ensure health services were
provided to meet the needs of the ¢lients [Cross-
refer to W338).

The results of these systemic practices results in
the demonstrated failure of the facility to provide
health care services,

483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and
general medical care.

w252

w318 (W 2\ 8

W23%

wazz|W222

Cyocs- refer o WIZT and
wiad and W22Z, W33,

72308
09’30"“1
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This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on observation, staff interview and record
review, the facility failed to provide preventive and
general medical care for three of the four clients in
the sample. (Clients #2, #3 and #4)

The findings include:

1. Incident reports indicated that Client #4 had
ongoing seizure activity, some of which led to
referrals to hospital emergency rooms for further
observation and assessment. For example, the
client was taken to a hospital ER on January 14,
2008 after experiencing 3 back-to-back seizures
that evening. The client's medical records were
reviewed, beginning on June 11, 2008 at 5:08 PM.
She was prescribed the following anticonvulsant
medications; Tegretol, Keppra and Depakote; the
Depakote was added to her regimen on August 8,
2007. The following deficient practices were
identified:

a. Cross-refer to W338.4. The facility failed to refer
Client #4 for sefum anticonvulsant testing timely
and in accordance with physician's orders (POs).
For example, on January 24, 2008 the neurologist
increased her daily dosage of Depakote and
requested updated anticonvulsant levels, Also on
January 24, 2008, the primary care physician (PCP)
concurred and ordered labs for anticonvulsants.
Her Tegretol and Depakote levels were not tested
until 6 weeks later (March 11, 2008). Results of
labs performed on March 11, 2008 and March 26,
2008 revealed continued sub-therapeutic Depakote
levels. On March 27, 2008, the neurologist
requested updated labs. Client #4's serum
Depakote was tested on May 19, 2008, more than 7
weeks after the order.

T W 322
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[Note: The neurologist and PCP also ordered liver
function tests on January 24, 2008. This was not
performed, however, until 4 months later, on May
19, 2008.]

b. The facility did not ensure that Client #4 was
seen by the neurologist at the recommended _
frequency. On January 24, 2008, the neurologist !
prescribed an increase in her Depakote. She was :

to have labs drawn and return to the clinic on March
4, 2008, The labs were not scheduled timely and
she did not return for the March 4, 2008
appointment. She did return on March 27, 2008, at
which tima the neurologist noted that her labs
reflected continued sub-therapeutic Depakote
levels. The neurologist increased her daily
Depakote dosage again. [Note: Her seizure
records indicated & seizures in January 2008, 5
seizures in February 2008 and 3 more seizures in
March 2008.]

c. Cross-refer to 111.3. The facility failed to ensure -2 Q)J‘Di&'j- \ ‘

Client #4's records included the results of all recent
neurological test results.

d. The facility failed to implement an effective d_. Nurees pre Tﬁp"f“sib‘ﬁ 'FD"'

tracking system to summarize the extent of Client m\wmo omd éwmm"z‘m.) OT\%OU'Q

#4's seizure activity, as follows: o ! i
the witrmohon .

At 5:08 PM, review of a Seizure Summary Chart .

[} ' { v
indicated that Client #4 had experienced 2 seizures A g\ﬂ%ﬂ; will be
adoressed . |

in October 2007 and 1 seizure in November 2007.
However, review of individual Seizure Observation

Report forms revealed that she had experienced 3 21 will W“hnm Lontuttr
re 4o

seizures each month. In addition, the neurologist Ny '

wrote the following on an October 30, 2007 ' e, frie oum ‘
consultation form: "... is doing well, no seizures..," S N0 né) GOV lﬂw,e
There was no evidence that the PCP and on b % e \P

neurologist were provided data that A WA, “W\\\b SW\“M '
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accurately reflected the number of seizures
oceurring.

2. The facility also failed to refer Client #2 for serum
anticonvulsant testing timely and in accordance with
physician's orders (POs). Her POs reflected
ongoing lab orders to obtain serum Tegretol levels
every 3 months, On June 11, 2008, beginning at
11:02 AM, review of lab reports revealed a 6-month
gap in testing, between August 16, 2007 and
February 14, 2008. Her seizure recérds indicated
she was taken to an emergency room on
Sepiember 30, 2007 after a seizure. She
exparienced another seizure in November 2007 as
well.

3. Even though Client #2 was at risk of aspiration
during meals, there was no evidence that the
medical team had effectively monitored the
implementation of her mealtime protocol, to ensure
her health and safety.

Cross-refer to W127, W331.1. Client #2's mealtime
protocol, dated October 12, 2007, and her ongoing
POs, prescribed foods pureed to a pudding
consistency. Staff also were instructed to "monitor
for signs” of aspiration. During the survey, staff at
the day program and in the home were observed
feeding her foods that were not of a pudding
consistency. Client #2 was observed coughing
during her meals at the day program and at home.
Staff in both locations reported that it was not
unusual for her to cough. Nursing staff, however, in
both locations stated they were unaware of her
coughing. Review of the mealtime protocol
revealed no clear instructions for staff to follow
iffwhen they observed her coughing.

3, Cuoss—vefer W2, W33L.
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administered a half can of Isosource. Throughout 22, Conn wed ..
the process, including flushes befare and after : ;
each supplement and food source, the nurse adherence, 1o (dulpe/
used a total of 250 ml of water. He stated that the , : eed\ng .
250 ml was a minimum, and that the client was mw‘tm‘j}ﬂ 4 93 808
not on a fiuid re;tnction. [ RN will piov e add.&h oned oneire)
On June 10, 2008, beginning at 12:38 PM, Gllent ‘awning on &-+Joe |
#3's physiciar's orders (POs) were reviewed to advor eonG Q&M\mo) '
verify the medication pass and tube-feeding AMPe S W O ordance
process. The June 2008 POs reflected three mc‘w“_ Ders
separate and distinct feeding orders, as follows- Yo Phyﬁ.\t}\&h Qvg .
"Free water flushes with 250 m! 4 times daily after . - :
each feeding...” RN will Gonduatt EV"D‘ﬂ“l‘"’"@x
“Flush tube with 15 mI water before and after loservodions of a4
each medication and 5 ml water between each ¢ 4o enswre
medication every shift.” -“—eﬂ«(& tng Py
"2 scoops Beneprotein three times daily via Oh@mnq- C,Omp‘t@’ A ’fd
G-tube..." N b sndare.
' w vir *Wf} S ;
Both nurses had begun the process by securing o f
250 ml, which they administered at various times i
throughout the feeding process. Both nurses {
failed to implement the second order (flushing
with 16 ml between each medication). The
afternoon nurse failed to administer 250 m| after
the feeding and the morning nurse had used a
portion of the 250 mil for dissolving the protein
powder.
The facility’s RN was interviewed on June 10,
2008, beginning at approximately 12:55 PM. She ‘
stated that Client #3's POs had been written to
reflect the what the nutritionist had
recommended. The RN stated that she would
seek clarification of the orders with the nutritionist.
The nutritionist was in the facllity the next day. At
9:53 AM, the RN said that she had just spaken
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Both nurses had begun the process by securing 250
mil, which they administered at various times
throughaut the feeding process. Both nurses failed
to Implerment the second order (flushing with 15 mi
between each medication), The afternoon nurse
failed to administer 250 m after the feeding and the
morning nurse had used a portion of the 250 ml for
dissolving the protein powder.

The facility's RN was interviewed on June 10, 2008,
beginning at approximately 12:55 PM. She stated
that Client #3's POs had been written to reflect the
what the nutritionist had recommended. The RN
stated that she would seek clarification of the orders
with the nutritionist. The nutritionist was in the
facility the next day. At 9:53 AM, the RN said that
she had just spoken with the nutritionist, who
confirmed that they were indeed separate orders.
Her expectation was that the client would receive a
full 250 ml of free water at the very end of the food
administration process. The 5-15 ml flushes in-
belween each supplement and/or medication was in
addition to the 250 ml after the meal.

There was no evidence that the primary care
physician and/or the supervisory nurses had
monitored the G-tube feeding process to ensure
accurate implementation of her POs, prior to the
survey.

483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.
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Based on interview and record review, the facility -—\’Y\Mhm ‘ "'0 i ﬁ? r !
failed to ensure nursing services in accordance with __e,\cbns ﬁ'ﬁmp‘\’owﬁa o5@ o
the needs of four of the eight clients residing in the " Y
facility. (Clients #1, #2, #4 and #5) - Medat idon mk\'r*gmm%mhm
- NMowkonvno, toaclmgg Lo
The findings include: PQJP(M’@ U\ |

: [
1. Facility nurses failed to develop and implementa | - - _ i ,-’ BZ'OK
systemn for monitoring of Client #2's coughing and ' e )

other potential signs of aspiration, as follows: e : . OY\G}OW)(/’
£ VEkeTence | TeLpuYk ‘
a. Cross-refer to W127. Client #2 was observed o O'W'L 27 | :
coughing during her lunch meal at her day program o W1,
on June 9, 2008. Her direct support staff indicated
that this was not unusual; the client repartedly
coughed frequently during meals. interview with the
two day program nurses a short time later revealed :
that neither was aware that the client often coughed ’ ;
during meals. Even though the two nurses said her . i
coughing should have been brought to their P

attention, day program direct support staff had failed
to notify them.

b. While being fed dinner that evening, Client #2
was again observed coughing. The staff person
continued presenting her with additional food as she.
toughed and did not alert a nurse to the situation. .
A surveyor alerted the RN, who was present in the :
facility at the time but not observing the meal
directly; the RN intervened immediately.

1
1
i

o, Tx & desiraole for the

¢. When asked the next day, at 3:14 PM, a direct h ARLYINE
support staff person who sometimes fed Client #2 Chant 1O C.Duﬂu\ ™
her meals indicated that the client coughed - wreals Yo clearr ‘
frequently. According to the client's mealtime o m}l, Oniy £ '%4'3-‘2— ,

protocol, staff were to monitor for signs of

WA | Bhows BIghS
aspiration, including coughing. The protocol did PRea L Claar i ,9“

yeos Swth as
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not, however, instruct staff on how to respond
iffwhen they observed coughing or other signs. The
client's Health Management Care Plan (HMCP),
dated May 6, 2008, directed staff to adhere to the
feeding protocol and to monitor for signs of
agpiration. The HMCP did not, however, elaborate
on how staff should respond to coughing.

d. On June 10, 2008, at 2:53 PM, interview with the
facility's RN revealed that staff were expected to
alert the nurse on duty (24/7) if Client #2 or any of
her peers were coughing during a meal, Staff had
not, however, informed the nurse the previous
evening. She further indicated that she was
unaware of any coughing during Client #2's meals in
recent months at home or at the day program.
Further review of the client's record and follow-up

interviews with the RN and Qualified Mental
Retardation Professional revealed no evidence of a
verifiable monitoring and reporting system to ensure
the client ' s health and safety,

2, The facility's nursing staff failed to ensure Client
#2 received dental care/ oral hygiene after avery
meal and before bedtime in accordance with the
dentist's orders, as follows:

; On June 10, 2008, at 2:11 PM, review of Client #2's
‘ dental records revealed that on February 13, 2008,
the dentist increased the frequency of daily oral
care to "brush teeth after meals and before
bedtime.” Her Health Management Care Plan
(HMCP), updated May 6, 2008, indicated staff
should "assist with oral hygiene PRN." Review of
staff documentation revealed that she typically had
her teeth brushed before and after breakfast and
then again at approximately 8:00 PM, as she
prepared for bed, At approximately 2:22 PM,
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interview with the QMRP revealed that Client #2 did
not receive oral care after lunch while at the day
program. The afternoon LPN stated that day
programs would not normally provide tooth brushing
unless there were a "special order," The QMRP
and RN stated that they follow the dentist's
recommendations. At 2:24 PM, a direct support
staff person assigned to the evening shift confirmed
that the client's teeth were brushed before and after
breakfast and at approximately 8:00 PM. There
was no evidence that nursing staff ensured that
Client #2's teeth were brushed daily at the
frequency recommended by the dentist.

3. Cross-refer to W322.4. Facility nurses failed to
seek clarification of Client #3's G-tube feeding
orders. Afternoon and morning medication nurses
were observed administering less water than was
ordered by the PCP and nutritionist, to ensure
adequate hydration.

483.460(c)(3)(v) NURSING SERVICES

Nursing services must include, for those clients
certified as not needing a medical care plan, a
review of their health status which must result in any
necessary action (including referral to a physician to
address client health problems).

Thic RQTANNARD ic nnt mat ac avidenrad b
Surveyor: 17815

Based on record review and interview, facility
nurses failed to refer clients to medical specialists
and clinics imely, for two of the four clients in the

-sample. (Clients #2 and #4)

The findings include:
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1. Facility nurses failed to refer Client #2 for
urinalysis testing in accordance with orders, as
follows:

a. On June 10, 2008, at 2:52 PM, review of Client
#2's Health Management Care Plan (HMCP), dated
September 25, 2007 (updated periodically, through
May 6, 2008), revealed she had recurmrent urinary
tract infections (UTls). The HMCP indicated that
when she developed a UTI, she was to have
urinalysis testing shortly after treatment with
antibiotics, to ensure that the treatment was
effective. Review of Client #2's medical chart
revealed that she had been treated with Cipro for a
UTI, beginning on October 12, 2007. Review of her

| lab reports failed to show evidence of a follow-up

urinalysis during the weeks that followed her
antibiotic treatment. When interviewed on June 11,
2008, at approximately 12:10 PM, the RN confirmed
that, as standard practice, the client should have
had additional urinalysis approximately 2 - 3 weeks
after the antibiotic treatment was completed. The
RN reviewed the lab records and acknowledged
that the next documented urinalysis was performed
on May 30, 2008, 7 months after the previous '
urinalysis.

b. Client #2's ongoing physician's orders (PQs)
included having routine urinalysis tests performed
every 6 months. Urinalysis testing on October 10,
2007 indicated an infection, for which she received
antibiotic treatment. Another lab report, dated
February 14, 2008, indicated that the"test was
cancelled - patient unable to void." However, the
next documented atternpt to obtain a urine sample
was on May 30, 3008, 3 Y2 months after the failed
atempt in February, and 7 months after her last
successful urinalysis.
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On June 9, 2008, at 5:37 PM, Client #2 received 20
ml of Tegretol oral solution (400 mg equivalent).
The medication nurse stated that the medication
was prescribed to control seizures. The next
morning, review of her POs confirmed that she had
seizure disorder. The POs reflected ongoing tab
orders to obtain serum Tegretol levels every 3
months. On June 11, 2008, beginning at 11:02 AM,
review of her lab reports revealed a 6-month gap in
testing her seruny Tegretol levels, between August
16, 2007 and February 14, 2008,

3. Facility nurses failed to send Client #2 to the
emergency room (ER) after experiencing 3 seizures
within the same day, in accordance with their
established seizure protocal, as follows:

On June 10, 2008, Client #2's seizure and
neurology records were reviewed, beginning at 3:34
PM. She was seen by the neurologist on May 1,
2008. The corresponding consultation report form
indicated that she had experienced thre¢ seizures
on April 14, 2008. On June 11, 2008, at 2:30 PM, a
nursing progress notes dated April 14, 2008
reflected: "3 back to back seizures of 30 seconds
each ... lab Tegretol was 6.00 WNL ... notified
<primary care physician> and the Director of
Nursing made aware. " The April 14, 2008 Seizure
Activity Checklist also reflected 3 seizures on that
day. At 2:37 PM, review of the agency's Protocol

for Seizure Disorder revealed that if a client
experienced a"third seizure in 24 hours, send client |

to the emergency room." The
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client's records did not, however, reflect a visif to the
ER on April 14 or 15, 2008. At 2:50 PM, the RN
confirmed the seizure protocol was current and that
clients should be taken to an ER if they experience
a third seizure in one day. After examining the
selzure record, the RN acknowledged that Client #2
had not been taken to the ER in accordance with

| the protocol.

4. Facility nurses failed to refer Client #4 for serum
anticonvulsant testing timely and in accordance with
orders, as follows:

Cross-refer to W111.3. According to Client #4's
records, on January 24, 2008, the neurclogist and
her PCP ordered "Get all anticonvulsant levels and
LFT test.”

a. Lab records indicated that Client #4's serum
anticonvulsant levels were tested on March 11,
2008, more than 6 weeks after they were ordered,

' b. Even though the January 24, 2008 lab orders

said to test "all anticonvulsants,” her serum levels of
Keppra (one of the three anticonvulsants
prescribed) were not tested. [Note: Interviews with
nurses suggested that Keppra levels were not
needed.]

¢. According to lab reports, Client #4 had serum
liver function tests performed on May 19, 2008,
which was almost 4 months after the January 24,
2008 orders.

it should be noted that when Client #4 returned to
the neurologist on March 27, 2008, the neuralogist
documented“Depakote level is low 29.1 ... please
do Valproic Acid level and LFT." The neurclogist
repeated the previous order for
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liver function testing. This was, as noted above,
achieved on May 19; 2008, or approximately 5
weeks after the second appeintment.

5. Facility nurses failed to refer Client #4 for i
urinalysis testing in accordance with orders, as o
follows: ' S

On June 12, 2008, at 10:20 AM, review of Client
#4's medical chart revealed that on January 7,
2003, a urinalysis test had indicated bacterial
infeclion. She was then prescribed Augmentin 500 : :
mg twice daily for 10 days. Review of her lab :
reports failed to show evidence (to date) of a follow- :
up urinalysis in the 6 months that followed. At 11:47 :
AM, review of Client #4's HMCP, dated January 9, ' ;
2008 and incorpaoratad in her January 11, 2008 ISP, | ' ‘
revealed that she had recurrent urinary tract ' 5
infections (UTIs). The HMCP indicated that after )
receiving treatment with antibioti¢s, she was to have !
follow-up urinalysis testing to ensure the tfreatment .
was effective. There was no evidence that facility ;
nurses scheduled follow-up urinalysis in accordance
with her HMCP.

W 340 | 483.460(c)(5)(i)) NURSING SERVICES wasol N3HO =

measures that include, but are not limited to training
clients and staff as needed in appropriate health
and hygiene methods.

Nursing services must include implementing with ' - oo ) ; _ N Mo@%
other members of the interdisciplinary team, M S\tmﬁlaxﬂ N\\\ he, el neé
appropriate protective and preventive health 0% endewnr.ed M.‘ W ?
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Surveyor: 12301

| Based on interview and record review, the facility's . ;
nursing staff failed to document that all : ?
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staff had received fraining in preventive health T :
measures (i.e. infection control/ herpes o ; i
management), for one of the four clients in the : j
sample. (Client #3) L :
The finding includes:
8 QWmEP/ Numae wi \L cmoﬂi“‘fidl Mol
The review of unusual incidents on June 9, 2008 &“d m@d ac‘d“ ma -
revealed that Client #3 received treatment for AN () \ﬂ oY) M’ﬂm'])
herpes infection at a hospital on Dacember 20, Frawnais ! :
2007. Interview with the home manager indicated (‘,OV\H'O\ / ex s s
that she provided infection control/ herpes training ‘ \0
to staff at the time of discharge. On June 10, 2008, m\a ] 'tﬂf..\ e -
at 3:00 PM, further interview revealed that there | @ Howme Pheaaq Gle alk Hamwce
was no documentation available for review to verify \V\J ’ﬁ.\ﬂi’d o M l h
the training, \ (v} e m
1y W !a N
436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436 \W‘“\e&a)‘e | WP P

, I
The facility must furnish, maintain in good repair, W‘{ﬁ(ﬁ '

and teach clients to use and to make informed ' Tho %Me\xé. W‘“\- e met

cholces about the use of dentures, eyeglasses, bub‘“

hearing and other communications aids, braces, (438 GMW !

and other devices identified by the interdisciplinary i

team as needed by the client. ‘
i
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Surveyor: 12301
Based on observation, interview and record review, : !
the facility failed to ensure devices and aids f
identified by the interdisciplinary team (IDT) as i P
needed by the client were maintained in good repair . L
and ensured that clients received appropriate '
fraining, for four of the eight clients residing in the ) i
facility. (Clients #1, #2, #3 and #5)

The findings include:
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1. The facility failed to ensure that Client #1 had : :
custom-molded shoes as prescribed by her | :

interdisciplinary team, as follows: _
L et # will e Sche
Review of unusual incident reports revealed that Crr quww &)WM

Client # 1 had sustained several falls between her o Ed oes, rl* lO 'Og
date of admission (January 31, 2008) and May 1, of ol =
2008. On June 9, 2008, the client was observed QMEP mu\ pm\nd,m Golﬁowmp Oﬁ%ﬂma\
ambulating with an unsteady gait at her day m m BuNé..
program and in the home. On June 10, 2008, review Yy w3 et
of her physical therapy evaluation, dated February ) .
. 29, 2008, revealed a recommendation for custom- % \;@ﬁif L2 { )
molded shoes due to "severely pronated ankles.” | Ot N\Er .

On June 12, 2008, interview with the Qualified
Mental Retardation Professional (QMRP) revealed
that the team had agreed and an appointment for an ;
evaluation (i.e. measurements, etc.) for custom- - P
molded shoes was scheduled for July 10, 2008. ) o
The QMRP presented a 719A form for the shoes, . .
dated May 19, 2008. To date, the client remained Z
without custom-molded shoes.

2. The facility failed to ensure that Client #2 was 2. ReCawe, WW& Yo |6:3008

offered liquids in a Wonderflo spout cup, as follows:. ‘ 127, 5‘ ; 019010(9

Cross-refer to W127.3. On June 9, 2008, a direct
support staff person was observed feeding Client #2
Boost Plus nutritional supplement (liquid)-mixed with
| pureed foods at dinner. The mixiure was thinner :
than the prescribed pudding consistency. She fed o !
her the soupy mixture from a regular beverage
glass, pouring it inte her mouth from above, instead -
of using the Wonderflo spout cup as prescribed.
When the RN intervened (after a surveyor alerted
her to the client's coughing), the staff person said
the Wonderflo cup was in the kitchen. Interviews
with
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other direct support staff the next day indicated that
mixing Client #2's food with liquid supplement and
feeding her in that manner had been a routine
occurrence.

3. The facility failed to ensure that Client #2
received training and appropriate staff support in the
use of a safety harness, as follows:

On June 9, 2008, beginning at approximately 11:01
AM, Client #2 was observed at her day program.
Her right arm and shoulder were positioned outside
of the safety harness on her wheelchair. When
asked about the harness, a direct support staff
surmised that she had repositioned her arm
because it was hot outdoors. [Note: At the time, the
air indoors felt comfortable to this surveyar.}

Further interview with the day program staff
revealed that her safety harness should be secured
at all times “for protection," to prevent her from
leaning too far forward. On June 12, 2008, at 10:43
AM, the QMRP, RN and home manager all
concurred that Client #2's safety harness should be
secured at all times. They further indicated that the
client was known to independently move her arm
out from under the harness. The QMRP stated that
she had reviewed this topic with residential staff at a
recent (March 31, 2008) training. There was no
evidence, however, that the facility had verified
whether the harness was kept properly secured
while the client was at day program. In addition,
there was no evidence that the client's alleged habit
of remaving the safety harness had been addressed
by her interdisciplinary team, to include a training
program if indicated.

4. The facility failed to ensure that Client #3 had an
air mattress as prescribed by her

Q,Oﬁ-\"\n%& M{u ’

2, Reﬁ@rcmue. ume, Yo
Wiy, ;
Qraed witk www:k Wi the
Phgrent M?w‘r “of

Nwﬁmw»w\o,\lm rar&axdmgb
Glent’ W2 sacaw Rarress,

- Qmee ,w;\ W pvai& oddnomal
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interdisciplinary team, as follows:

Interview with the group home rmanager on June 11,
2008, at 3:10 PM, revealed a new air mattress had
been requisitioned for Client #3 after her previous
one was discarded (due to a foul odor). At that
time, there was no air mattress on the client's bed.
Review of Client #3's ISP, dated June 15, 2007,
revealed a recommendation that she have an air
mattress "to assist in the prevention of skin
breakdown." The ISP maintenance schedule
indicated the mattress should be monitored daily

{ and that it should be replaced as needed. On June

12, 2008, at 4:15 PM, . the home manager presented
a 719A form that was dated May 20, 2008, 3 weeks
earlier. The home manager stated that the form
had not yet been submitted as they were awaiting
the primary care physician's signature.

5. The facility failed to ensure that Client #5's
wheelchair was maintained in good repair, as
follows:

Observation of Client #5 seated in her wheelchair
an June 9, 2008, at 5:38 PM, revealed the treads on
the left front and rear wheels were very worn. The
vinyl an the the edges of the foot box was torn and
the vinyl covering on the front end of the right
armrest was missing. Further observation at 6:51
PM revealed a large hole (2 to 3 inches in diameter)
in the center of the molded seat from which the

' foan was exposed, Staff interview indicated that

the seat of the client's chair was repaired
approximately nine months before the survey and
that the client had damaged her own wheelchair
again, At the time of the survey, there was no
evidence measures had been implemented to
ensure that Client #5's wheelchair

i ' ¥ T
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Food must be served in a form consistent with the

developmental level of the client. -

Thir CTARINADN in nnt maat an Aadidanana e

Surveyor: 17815

Based on observation, staff interviews and record
review, the facility failed to ensure each food was
provided in the prescribed texture, for one of the
four clients in the sample. (Client #2)

The findings include:

1. On June 9, 2008, at 11:31 AM, Client #2 was
presented her lunch plate at the day program. She
was served, among other food items, pureed beef
burger with gravy. The burger and gravy was of a
thin and watery consistency. '

2. Later that day, at 6:21 PM, residential staff was
observed mixing Client #2's dinner foods (pureed
chicken, green beans and mashed potatoes)
together into one wide-rimmed beverage glass,
After the client declined spoonfuls of the food
mixture, the staff stirred some Vanilla Boost Plus
into the mixture, rendering it the consistency of a
thick soup.

At 6:38 PM, review of her mealtime protocol, dated
October 12, 2007, revealed that she was to receive
foods "pureed with added fiber, pudding
consistency.” This was consistent with her
physician's orders, dated June 1, 2008 ("pureed to
pudding consistency”). Prior to the survey, the
facility failed to ensure that foods served in'the
home and at day program were of the texture
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1000| INITIAL COMMENTS 1 000
i Surveyor: 17815
: A licensure survey was conducted from June 9,
-‘ 2008 through June 12, 2008. A random sample of ;
‘ four residents was selected from a resident |
population of eight women with various degrees of ;
disabilities, In addition, a focused review was ]
conducted of a fifth resident's mealtime protocol. i
The findings of this survey were based on
observations, interviews with one resident's sister _
and another resident's court-appointed guardian, N
' interviews with staff in the home and at two day : N
_programs, as well as the review of clinical and ;
; administrative records, including incident reports. i
1002 3500.2 GENERAL PROVISIONS t 002 1002 , :

Each GHMRP licensee and residence director shall
demonstrate that he or she understands that the
provisions of D.C. Law 2-137, D.C. Code, Title 6,
Chapter 19 govern the care and rights of mentally

‘| retarded persons in addition to this chapter.

This Statute is not met as evidenced by:

Surveyor: 17815

Based on observations, interviews and record
review, the GHMRP licensee and residence director
failed to demonstrate that he or she understood that
the provisions of Title 7, Chapter 13 of the D.C.
Code (farmerly called D.C. Law 2-137, D.C, Code,
Title 6, Chapter 19) govern the care and rights of
mentally retarded persons. '

The findings include:

1. The facility failed to demonstrate protection of
residents’ rights to receive an updated Individual

v [
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Support Plan (ISP) within 30 days after admission
[Title 7, Chapter 13, § 7-1305.04(a), formerly § 6-
1964], as follows:

Resident #1 was admitted to the GHMRP on
January 31, 2008. The resident's interdisciplinary
team developed her new ISP on May 23, 2008,
almost 4 months after admission.

2. The facility failed to demonstrate protection of
residents’ rights to receive habilitation, care or both
in accordance with their Individual Support Plans
(ISPs) [Title 7, Chapter 13, § 7-1305.04(c), formerly

1 § 6-1964(c)], as follows;

a. Cross-refer to 1422.1. Resident #1 was admitted
on January 31, 2008 with a Behavior Support Plan
(BSP) as part of her Individual Support Plan (ISP),
that was developed by her former provider. There
was no evidence that staff implemented Resident
#1's BSP.

b. Cross-refer to 1422.2. The facility failed to
ensure that Resident #1 had custom-molded shoes
as prescribed by her interdisciplinary team.

¢. Cross-refer to 1422.3. The facility failed to
ensure that Resident #2 received training and
appropriate staff support in the use of a safety
harness.

d. Cross-refer to 1422.4. The facility failed to
ensure that Resident #3 had an air mattress as
prescribed by her interdisciplinary team.

e. Cross-refer to 1422.5. The facility failed to
ensure that Resident #5's wheelchair was
mainfained in good repair.
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residents’ rights to receive a nourishing, well-
balanced, varied and appetizing diet, and where . . ,
ordered by a physician and/or nutritionist, to a -
specialized diet [Title 7, Chapter 13, § 7-1305.05(f),
formerly § 6-1965(f)], as follows:

v Yo B0, 2
a, Cross-refer to 1500.2. GHMRP staff failed to Cross ref@r"ro S

implement Resident #2's diet orders and mealtime
protacol as written.

o ol 4
b. Cross-refer to 1401.4. GHMRP staff failed to b, Qm%s"@r@" -\—o ‘éq
: I

provide water to Resident #3 via her G-tube in the
amounts prescribed by the primary care physician.

. [
4, The facility failed to demonstrate protection of 4., Re&r@n@b nes ! ' o f].ﬁ-og
residents’ rights to receive prompt and adequate \ 305, (] (,q) . tham'gﬂ
medical attention [Title 7, Chapter 13, § 7- : !
1305.05(g), formerly § 6-1965(g)), as follows:

1002 | Continued From page 2 t 002 1002, WV\{"F‘M‘A ot
|

o, Coss-refer Yo WOLT.
a. Cross-refer to 1401.7. Resident #2 was not sent o | s ’
to the emergency room after experiencing 3 o, SS ) }

seizures within the same day, as indicated by the : i /%
GHMRP's seizure protocol. _ o 4oL
o. Cross - refer Yo

b. Cross-refer to 1401.2/.6 Resident #2 was not ' ' :
referred timely for medical procedures andfor , ; ;
recommended follow-up, for seizure management 4 Cross- "e&( "O WoLS
and post-treatment of urinary tract infections. : ,

¢. Cross-refer to 1401.1/.8 Resident #4 was not ‘ i
referred timely for medical procedures and/or : !
recommended follow-up, for seizure management
and post-treatment of urinary tract infections,

d. Cross-refer to 1401.5 Resident #2 did not :
receive recommended dental treatment. ' X

Health Regulation Administration i
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1002 | Gontinued From page 3 - 1002 t ; :
5. The facility failed to demonstrate protection of 5, Cose vetor ‘o 1%05 .10

residents' rights to notify the director immediately of
all incidents (example: injuries) and to thoroughly
investigate an injury of unknown origin [Title 7,
Chapter 13, § 7-1305.10(e), formerly § 6-1970(e)],
as follows:

{

i
i

Interview with Qualified Mental Retardation
Professional (QMRP) on June 9, 2008, beginning at
4:10 PM, revealed that Client #1 was admitted to
the facility on January 31, 2008. Both her previous
and her current Behavior Support Plans (BSPs)
incorporated the use of one-on-one staffing during
awzke hours, specifically from 6 AM - 10 PM. This
was verified as being in accordance with her
updated Individual Support Plan (ISP), dated May
23, 2008.

On June 9, 2008, an incident report documented
that on May 1, 2008, at approximately 8:00 AM,
Client #1 was heard making "loud vocalizations” in
her bedroom, Staff entered the bedroom and found
her seated on the floor, with an abrasion to her right : i
knee, and a swollen right ankle. Evaluation at the '
emergency room revealed a right ankle sprain. The
incident report did not indicate how the client < _ }
sustained the injuries. Upon further interview, the ' i
QMRP acknowledged that Client #1 had been alone
at the time of her injuries.

Later that afterncon, review of the corresponding
investigation report, dated May 5, 2008, revealed
that even though Client #1's plan prescribed one-
on-one supervision, beginning at 6:00 AM, the
investigation report failed to address this issue.

6. The facility failed to demonstrate protection of b
residents’ rights to have their personal records

i
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1002 Continued From page 4 1 00z

kept complete and current [Title 7, Chapter 13, § 7- !
1305.12, formerly § 6-1972)}, as follows:

a. Cross-refer to 1292.1/.2/.3 The GHMRP nursing
staff failed to update and keep current the Health
Management Care Plans of Residents #1, #2 and
#5,

b. Cross-refer to 1292.4/.5/.6 The GHMRP failed b+ Qoss - repens to! lD\QZ.L{/o/é

to ensure that Resident #4's record included a
summary of each significant contact by a

professional person with a custorner (i.e. i
neurological records and alleged telephone , !
conversations with primary care physician and other o ' i
professionals). . : *

a. Cross - eler \2‘!25.\/7-/3, 10,2509

I

7. The facility failed to ensure Resident #1's safety, Kz Reje»v&noe_ P%PUVYGE- o 02208
as follows: Fedepl At u%% V‘G.PO\"\'

Cross-refer to 1500.1. A June 9, 2008 interview with
the QMRP revealed that Resident #1 was admitted
to the facility on January 31, 2008, At that time, it
was known that Resident #1 required close
supervision and had a history of injuries due to falls. .
However, review of incident reports revealed that s !
she had experienced numerous falls between :
January 31, 2008 - May 1, 2008. Even though she
had one-on-one staff assigned between 6 AM - 10
PM, there were 3 injuries documented since her ; ;
Behavior Suppert Plan was updated in March 2008. L
Two (2) of injuries were of unknown origin. In o :
addition, the resident had an impaired gait due to " ' :
severely pronated feet. On February 29, 2008, the ’ 2
physical therapist recommended custom-molded !
shoes. She had not yet been evaluated by the i
orthopedic specialist and remained without the . ;
specialized shoes more than 3 months later. There : :
was no evidence that the facility implemented : f
measures timely 1o ensure the resident's safety. ) ;

Wuze..
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. 1047 3502.5 MEAL SERVICE / DINING AREAS [ 047 1047 ;

; =Y

1 ]

: Each GHMRP shall be responsible for ensuring that ?:.50?- '_ i
meals, which are served away from the GHMRP, ) ;
are suited to the dietary needs of residents as ;
indicated in the Individual Habllitation Plan. b !
1

-Twe SAadulre will oe vl
This Statute is not met as evidenced by: 0% e\ (‘,\%&ﬁ& \Dw

Surveyor: 17615
Based on observation, staff interviews and record E i
review, the facility failed to ensure that food was .
provided at the day program in the prescribed L : i
texture, for one of the four residents in the sample. o ‘
(Resident #2)

12208

The finding includes;

Cross-refer to 1500.2. On June 9, 2008, at 11:31 QXDE"C-’ - np_gex :\S ’ Z‘

AM, Resident #2 was presented her lunch plate at
the day program. She was served, among other j
food itemns, pureed beef burger with gravy. The ]
burger and gravy was of a thin and watery o
congistency. Interviews with the GHMRP RN and oo ' |
Quaiified Mental Retardation Professional, as well : l
as review of staff training records, failed to show

evidence that the GHMRP continuously monitored _
lunch meals at the day program, to ensure that : i
residents received meals in accordance with their I i
dietary orders, b

1055 3502.13 MEAL SERVICE / DINING AREAS 1 055 [9}-1-3 |

502.\%
Each GHMRP shall train the staff in the use of E 2 ?;
proper feeding technigues and monitor their
appropriate use to assist residents who require
special feeding procedures or utensils,

Health Regulation Administration S !
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1055 | Contihued From page 6 1055 0SS, contvnuaed . 1
This Statute is not met as evidenced by: "
Surveyor: 17815 e vl e e
Based on observation, interview and record ) % o
verification, staff failed to demonstrate competency as .e)a\(_\QmC« %
in iImplementing residents' feeding protacols, for
thre= of the eight residents residing in the facility. .
(Residents #2, #3 and #5) t
on% ‘-eb— .)ro \)2.q . '5« mw
Cross-refer to 1229. The facliity falled to ensure : .
staff displayed competency in implementing the diet ‘ '
orders for Residents #2, #3 and #5.
1090| 3504.1 HOUSEKEEPING 1 090 1090
2504 .\

The interior and exterior of each GHMRP shall be " S
maintained in a safe, clean, orderly, aitractive, and : 5
sanitary manner and be free of accumulations of ' I
dirt, rubbish, and objectionable odors. ’ ,

Thie Sredule witlh \M— met os
This Statute is not met as evidenced by: Q)O\dev“c'eb‘ \03‘ |

Surveyor: 12301

Based on observation and interview, the GHMRP C
failed to maintain the interior of the facility in a : I
clean, orderly, and attractive manner.

The findings include:

On June 11, 2008, observation of the the : ]
snvironment beginning at 2:40 PM revealed the

following: \ The. X ms‘n can hlS bﬁ&h {-2D.0%

1. One trash can had a large tear on the side. Two mp\aced 1 Om’m"?
trash can lids were torn and one can lid was not §
available.
2. The upholstery on the arms of the love seatand Z UPhOIS}@r N\“ BQ‘ YQP“\WA}
| the two arm chairs located in the foyer were very ' [@\de ae, 1)
worn
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| 203 3509.3 PERSONNEL POLICIES 1203 1203
Each supervisor shall discuss the contents of job B0, S
descriptions with each employee at the beginning , ,
amployment and at least annually thereafter. ’
mﬁ os
ghls Statut‘le_l é{;l 5not met as evndenced bv; —“‘U-D S\'O.’S\)&/ \L“\\ ‘D‘Q}
urveyaor: 4 (23Ta
Based on review of personnel records that were \é‘ :
made available, the GHMRP failed to document : i
having discussed the contents of job descriptions . : L
with avery employse at the beginning of : ’
employment and at teast annually thereafter. |
The findings include: . i
On June 11, 2008, beginning at 8:47 AM review of ,
personnel records revealed: i
, e
1. no evidence of job description reviews at time of L Sele despel P*‘f{;‘? e, af; 4’0-130?
hire (or otherwise) for 2 of the 13 direct support staff Comph o . onag -
(S5 and S6); and, hues cmc& R “’“"*‘:} " b iy
. S Phere ‘ |
2. there was no evidence of annual reviews of job _ P
descriptions for 2 of the other 11 direct support staff Home M nqqa( wi |l ensure.
(51 and S3). | Prok alk. oa.n,m@,cr\{-e;i aaa,
2
This is a repeat deficlency. See deficiency report (‘ﬂ "ed wﬁ& ONG ﬂ&fa r
Aatad Ina 14 20NN7 eviend i ,
1206/ 3509.6 PERSONNEL POLICIES 1 206
1200 |
Each employee, prior to employment and annually 2509.0. ‘ !
thereafter, shall provide a physician ' s certification * ’ ;
that a health inventory has been performed and that , ’
the employee ' s health status would allow him or ’ :
her to perform the required duties.
Health Ragulation Administration
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Thia Statiitn ie nAat maot aoe avidansad hae —"h\s a-o"-\-v)f& w‘lt be“ md

Surveyor: 17815 d b
Based on Interview and record review, the GHMRP SUN0@ALL .
failed to ensure that all staff obtained annual health er 20\G : \5

certificates/ inventories. : ’

The findings include:

Review of the personne! recards on June 11, 2008, - f ) el*
+, | beginning at 8:47 AM, revealed the following: I Human Resowrce 'De‘:‘nv‘}m '
1. The health certificates/ inventori file for th WIR tonowt 1O ngorh“go Ls M
. e health certificates/ inventories on file for the ] £ % T \
QMRP had expired on June 7, 2008. ond mc'k‘ hm\’\ @mI=>,
2. There were no health certificates/ inventories Hu’ma'“ ﬁew - i ' ) ,r
made available for review for 2 of the 13 direct WH U cornnwe ""9 Spn A
support staff (52 and S6) as well as 2 of the 5 LPNs ; ik msh:.e.e% 1or
(N2 and N3). | o expration @ ed-e .
3. The health certificate/ inventory on file for an Nectdlh Gerheales for
LPN (N1) had expired in March 2008. ' Y, - %9, WWE
This is a repeat deficiency. See deficiency report fle outthe- “hW‘H@ oF
dated June 14, 2007. TEN L) + ‘
1223 3510.4 STAFF TRAINING 1223 |2 % S
B10.4 5

Each training program agenda and record of staff

participation shall be maintained in the GHMRP and -7 - a; il \O’Q 38 :

available for review by regulatory agencies. % 8‘— 0-* “}e' U.)lwi ' W\Qﬂi’
0% Sndenced By’

This Statute is not met as evidenced bv: s ;

Surveyar: 17815 I

Based on interview and record veriflcation, the !

GHMRP failed to maintain the agenda and :

signature sheet of attendees for every staff in- ,

| service training session. : ; f

Health Regulation Administration ' i *
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1223

The finding includes:

Retardation Professional (QMRP) on June 9, 2008,
at 4:10 PM, revealed that the resident's previous -
Behavior Support Plan (BSP) developed by her
former provider had incorporated the use of one-on- S : :
one staffing. The QMRP said she had reviewed : . :
with her staff the existing BSP at the time of : :
admission. However, review of staff in-service
training records on June 11, 2008, beginning at
10:00 AM revealed no evidence that an agenda and
signature sheet of attendees had been used to
document the training. A reguest was made;
however, no additional information was provided.

Resident #1 was admitted to the facility on January RQC-CX%C*& re%pe‘n%ﬁ, o

31, 2008. Her records indicated an ongoing history

of falls, including "status post fracture of the right ‘p@dw dG&\C&M "&(Bf"’f

humerus.” Interview with Qualified Mental WA, W 152 and™ W ‘S‘L( R
t ;

It shiould be noted that review of incident reports
revealed that Resident #1 had experienced four
falls between January 31, 2008 - May 1, 2008.

122.

1226 3510.5(c) STAFF TRAINING 1228 | 8510.6 (C)
| Thib %%Oﬂ! Wl Wli be meh
Thic Qtatife ie nnt mat ac avidanred CX,‘ e"ut “V‘ .

Surveyor: 17815
Based on interview and record review, the facility's
nursing staff failed to document that all staff had

| received training in preventive health measures (i.e.

infection control/ herpes management), for one of ek*ﬁ?lf\
the four residents in the sample. (Resident #3) R 0@ m% '\'O W
fedesol c\e?\uaw m{zsﬁ

The finding in¢ludes:

The review of unusual incidents on June 9, 2008

Health Regulation Adminlstration
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1 227

Continued From page 10

revealed that Resident #3 received treatment for
herpes infection al a hospital on December 20,
2007. Interview with the home manager indicated
that she provided infection control/ herpes training
to staff at the time of discharge. Cn June 10, 2008,
at 3:00 PM, further interview revealed that there
was no documentation available for review to verify

1 the training.

3510.5(d) STAFF TRAINING

Each training program shall include, but not be
limited to, the following:

(c) Infection control for staff and residents;

Thic Qtatiita ie nAt mat ac avidancad Ry

Surveyor: 17815

Based on interview and review of personnel records
rmade available, the GHMRP failed to ensure that all
staff had received certification in cardiopulmonary
resuscitation (CPR), in accordance with agency
policies. :

The findings include:

On June 11, 2008, beginning at 8:47 AM, review of
personnel files and staff in-service training records
revealed the following:

1. The CPR certification for 1 of the 13 direct
support staff (83) had expired on December 20,
2007, ’

2. The CPR certification for 1 of the other 5 LPNs
{N1) had expired in February 2008.

3. There was no documented evidence of CPR
certifications (past or current) for:

1226

1227

ot :
\227 =
%‘IO.b"f f

i
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Current CPR cexti (’icodﬂoﬂs
a. 1 of the 12 other direct support staff (S6), and

b. 2 of the 3 LPNs (N2 and N3} emploved.

1 229 3510.5(f) STAFF TRAINING 1229 \226
2510.5 Cé)

Each training program shall include, but not be
limited to, the following: P : |

(f) Specialty areas related to the GHMRP and the o N\Q} as
residents {0 be served including, but not limited to, -W\\S» 3\‘5‘5\' m u‘“u bﬁ-
behavior management, sexuality, nutrition, eu\déw\Cﬁ y ’

recreation, total communications, and assistive
technologies;

This Statute is not mat as avidencad hv:
Surveyor: 17815

Based on observation, Interview and record
verification, the GHMRP failed to ensure that staff
demonstrated competency in implementing
residents’ feeding protocols, for three of the eight
residents residing in the facility. (Residents #2, #3

and #5)

The findings include: I Relerente. t'e.QDoTEe Yo 2:10.08
1. The facility failed to ensure staff displayed federol de‘g\w i mfbr‘!'."

g?dn;r:,e;esnf%)l/] g;v |Sn:1plement|ng Resident #2's diet WmD. w “é on 6\ W l‘H ,

a. On June 9, 2008, Resident #2 was observed
eating lunch at her day pragram, beginning at 11:31
AM. Her meal included pureed beef burger with
gravy that was of a thin and watery texture, At 1.34
PM, review of her mealtime protocol, dated October
12, 2007, revealed that her foods should be pureed
to a "pudding consistency.” This was consistent
with her physician's orders, dated June 1, 2008.
Signatures on the back of the mealtime protocol
indicated that day program

Health Regulation Administralion )
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staff had received training 6 months earlier, on
November 29, 2007.

b. On June 9, 2008, at 6:21 PM, Resident #2 was
presented her dinner. Residential staff was
observed mixing her dinner foods (pureed chicken,
green beans and mashed potatoes) together into
one wide-rimmed beverage glass. After the
resident declined spoonfuls of the food mixture, the
staff stirred some Vanilla Baost Plus into the
mixture, rendering it the consistency of a thick soup.
As previously noted, her food was to be pureed to a
pudding consistency. '

Because Resident #2 was observed to cough
during the end of her dinner, the RN was informed
by this surveyor that her food had been presented
at a rapid pace, she had coughed repeatedly and
that her food had not been of pudding consistency.
The RN pulled staff aside and reviewed the protocol
with them. She then shared the information with the
Qualified Mental Retardation Professional, who
stated that they would retrain all of their staff.

On June 10, 2008, at approximately 5:00 PM
(before the dinner meal), the RN and the LPN on
duty provided a more indepth in-service training for
all of the staff regarding the danger posed to health
and safety iffwhen a resident aspirates food or  *
beverage and therefore, the importance of adhering
to the residents' mealtime protocols. On June 11,
2008, staff in-service training records were
reviewed, beginning at 10:00 AM. The most recent
fraining an residents' mealtime protocols, prior to
this survey, had been documented on March 21,
2008. Even though there had been some training
pravided, the observations and staff interviews
indicated that the March 21, 2008 training had been
ineffective.
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2. The facility failed to ensure that nursing staff -
displayed competency in implementing Resident
#5's diet order, as follows:

The morning medication pass was observed on
June 10, 2008. At approximately 7:54 AM, the
medication nurse placed a cup of urithickened water
up to Resident #5 and she drank. The resident had
a pronounced tongue thrust. At 8:40 AM, review of
her Medication Administration Record (MAR) for
June 2008 revealed she was to receive all fluids
thickened to a nectar consistency. On June 12,
2008, further review of her record revealed a
Speech/ Language Assessment, dated March 12,
2008, and a Nutrition Assessment, dated February
8, 2008, both of which indicated that she was to
recetve "pureed food and nectar-thick liquids™
because she "cannot tolerate thin liquids or foods of
liquid consistency” due to her tongue thrust.

3. Cross-refer to W322.4. There was no evidence 5, Gt velerence s, ponerd. 72308
that nursing staff had received training on proper 40 W322.4 ‘

implementation of Resident #3's G-tube feeding .

orders. On two occasions, different nurses were
observed giving the resident less water than was
prescribed by the PCP and nutritionist.

1292 3514.3 RESIDENT RECORDS | 292 124%
Each record shall include, but not be limited to, the

BIY.D
requirements of D.C. Law 2-137, D.C. Code § 6-

1972 (1989 Repl. Vol.). This %\a.*u}fe, will lcre. ek as
euuclemceel bl@ﬁ

This Statute is not met as evidenced bv:
Surveyor: 17815

Based on interview and record review, the GHMRP
failed to maintain resident records in

Health Regulalion Administration
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accordance with requirements of D.C. Law 2-137
(now Title 7, Chapter 13), for one of the four

residents in the sample. (Resident #4)

The findings include:

Title 7, Chapter 13; D.C. Code 7-1305.12 (formerly
6-1972)

Complete records for each customer shall be
maintained and shall be readily available to
professional persons and to the staff workers who
are directly involved... These records shall include:

(9) "A summary of each significant contact by a
professional person with a customer"

Resident #4 experienced multiple seizures on
January 14, 2008 which led to her admission to a
hospital. On June 12, 2008, the resident's
neurology records were reviewed, beginning at 9:15
AM. Recent medical reports and documentation of
alleged comrnunications with medical professionals
were missing from her record, as follows:

1. The facility's nursing staff failed to update
Resident #1's Health Management Care Plan
(HMCP) to reflect her custom-molded shoes.
Review of unusual incidents on June 8, 2008
revealed that Resident #1 had sustained falls since
her admission to the group home on January 31,
2008. The HMCP, updated May 23, 2008,
docurriented osteoporosis and a history of falt as
areas of concern. The goal was that the resident
would be free from falls/injuries. The HMCP did
not, however, reflect the physical therapist's
February 29, 2008 recommendation that she have
custom-molded shoes.
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2. The facility's nursing staff failed to update Client
#2's HMCP to reflect her podiatry treatment orders.
On June 11, 2008, at approximately 2:10 PM,
review of Resident #2's nurse progress notes
revealed that on February 14, 2008, the podiatrist
had discovered a "dark discoloration” an her fifth
right toe. The podiatrist recommended monitoring
until healed. On February 18, 2008, a nurse wrote
that the "fifth toe right foot appears to be healing
fine." However, on April 14, 2008, the podiatrist
returned for the next examination. The podiatrist
wrote “There is lissue protruding from fifth toe right
foot, nurse made aware of tissue protruding from
fifth toe right foot..." Subsequent review of the
resident's HMCP, updated May 6, 2008, failed to
show evidence that nursing staff had addressed
what now appeared to be a recurring health
concern.

3. The facility's nursing staff failed to ensure
Resident #5's HMCP was updated to reflect food
and beverage texture and consistency orders.
Resident #5 had a pronounced tongue thrust, On
June 10, 2008, at approximately 7:52 AM, the
medication nurse presented her with a cup of water.
She had difficulty drinking the water, as her head
titled to the side, and water fell onto her bib,
"Nectar-thickened liquids” was reflected on her
mealiime protocol, MARs, and the Nutrition and
Speech/ Language Assessments. However,
Resident #5's HMCP, dated February 12, 2008 and
physician's orders for June 2008 did not reflect the
order. There was no evidence that facility nurses
had sought to clarify the order prior to the survey.

4. There was a consultation form indicating that
Resident #4 was seen by 'the neurologist on

{ January 8, 2008. The neurologist wrote "see note"

for the findings and recommendations.
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There was no note attached, however, and further
review of her medical records failed to show
evidence of the neurologist's report.

5. Also on June 12, 2008, at approximately 9:25
AM, there was a consultation form indicating that
Resident #4 underwent an EEG procedure on
January 12, 2008. The neurology clinic indicated
"report to follow." There was no EEG report
attached to the consultation form, however, and
further review of her medical records failed to show
evidence of the EEG report.

6. Resident #4's records indicated that on January
24, 2008, the neurologist ordered testing the serum
levels of her anticonvulsant medications. She was
prescribed Tegretol, Depakote and Keppra. A
telephone order dated January 24, 2008 indicated
that her primary care physician (PCP) concurred;
he ordered "Get all anticonvulsant levels and LFT
test.” Lab reports indicated that the resident's
Tegretol and Depakote were tested; however, her
serum Keppra levels had not been tested since
QOctober 3, 2007. On June 12, 2008, at
approximately 12:15 PM, the RN stated that the
Director of Nursing, the pharmacist and eventually
the neurologist and PCFP had all stated that Keppra
levels were not needed. After examining the
resident's chart, however, the RN acknowledged
that conversations with those professionals,
reportedly clarifying the lab order, had not been
documented apprapriately in Resident #4's record.
At the exit conference later that afternoon, the DON
corroborated what the RN had stated. She did not,
however, present documentation of contacts with
the neurologist and/or PCP regarding clarifying the
order.
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In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department of Health,
Health Facilities Division of any other unusual
incident or event which substantially interferes with
a resident ' s health, welfare, living arrangement,
well being or in any other way places the resident at
risk. Such notification shall be made by telephone
immediately and shall be followed up by written
notification within twenty-four (24) hours or the next
work day.

Thic Rtatuta ie nnt mat ac avidanrad hw

Surveyor: 17815

Based on intarview and record verification, facility
staff failed to consistently report significant incidents
to the Department of Health within the required time
frame,

The finding includes:

According to an incident report dated May 1, 2008,
the primary care physician instructed the nurse to
send Resident #1 to an emergency room. The
corresponding investigation report indicated that
she was seen at the ER at 9:30 AM on the same
morning (May 1, 2008). Further review of the
incident report, however, revealed that the written
report was prepared at 2:00 PM on the following
day (May 2, 2008). According to the incident report,
the Department of Health was notified via fax

| transmittal more than 24 hours later, at 2:28 PM on

May 2, 2008.

Subsequent review of the Department of Health,
Health Regulation Administration incident records
confirmed that there had been no immediate

2519 \O |
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telephone notification. The first documented
notification was thé fax received more than 24
hours after the incident occurred.

1401} 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

Professionat services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident.

_ , Ths Sotute. wi \\ be mel
This Statute is not met as evidenced by: N ﬁ b .

Surveyor: 17815 as EUlW '

Basad on observation, staff interview and record '
review, the facility failed to provide preventive and
general medical care for three of the four residents

in the sample. (Residents #2, #3 and #4) Relenune, wepinee

The findings include:

1. Incident reports indicated that Resident #4 had - %propn medAM-Q Lord
ongoing seizure activity, some of which led to P—or dten’f' Ny %
referrals to hospital 4 for furth Wa. VW &
rals to ho emergency rooms for further :
observation and assessment. For example, the w2, ‘FBI w& 't + onqmi\“
resident was taken to a hospital ER on January 14,
2008 after experiencing 3 back-to-back seizures Hrwh q;‘ﬂh\‘:‘ =4 0;@ m‘ey\iﬂ
that evening. The resident's medical records were WA e akt\
reviewed, beginning on June 11, 2008 at 5:08 PM. & L\ - 5‘\"&’ »o
She was prescribed the following anticonvulsant adm citde, M mh%

medications; Tegretol, Keppra and Depakate; the

| Depakote was added to her regimen on August 8, ?'O“W e OWV\Q,

2007. The following deficient practices were

identified: i T3 (V1 h‘
a. The facility failed to refer Resident #4 for serum pmh)w\ NL“ h'e \'90! MA
anticonvulsant testing timely and in
Wl revstd 05 needed,
Health Regulation Administration — i

STATE FORM nsea ELCO11 i ; If coninuation sheet 19 of 39




JUL-16-2608 20:14 FROM: _ T0: 2624429436 P.18

PRINTED: 07/07/2008

FORM APPROVED
STATEMENT OF DEFICIENCIES ) PROVIDER/SUPPLIER/CLIA 'RUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o0 IDEgTIFICATION NUEMBER: (X2) MULTIPLE CONST UC_ o COMPLETED
A BUILDING : _
B. WING ’ . :
. HFD03-0001 j 06/12/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
D ‘ 3020 STANTON ROAD, SE
1D WASHINGTON, DG 20020
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG QR LSC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DEFICIENCY) A
1 401 | Continued From page 19 I 401

accordance with physician's orders (PQs). For
example, on January 24, 2008 the neurclogist l
increased her daily dosage of Depakote and
requested updated anticonvulsant levels. Also on
January 24, 2008, the primary care physician {PCFP)
concurred and ordered labs for anticonvulsants.
Her Tegretol and Depakote levels were not tested j
until 6 weeks later (March 11, 2008). Results of
labis performed on March 11, 2008 and March 26,
2008 revealed continued sub-therapeutic Depakote
levels, On March 27, 2008, the neurologist
requested updated iabs. Resident #4's serum
Depakote was tested on May 19, 2008, more than 7
weeks after the order. [Note: The neurologist and
PCP also ordered liver function tests on January 24,

| 2008. This was not performed, however, until 4
months later, on May 18, 2008.]

- b. The facility did not ensure that Resident #4 was Lo

seen by the neurologist at the recommended "
frequency. On January 24, 2008, the neurologist
prescribed an increase in her Depakote. She was .
to have labs drawn and return to the clinic an March ' s i
4,2008. The labs were not scheduled timely and :
she did not return for the March 4, 2008 : ‘
appointment. She did return on March 27, 2008, at : ‘
which time the neurologist noted that her labs
reflected continued sub-therapeutic Depakote
levels. The neurologist increased her daily
Depakote dosage again. [Note: Her seizure
records indicated 8 seizures in January 2008, 5
seizures in February 2008 and 3 more seizures in
March 2008.]

c. Cross-refer to 1292, The facility failed to ensure
Resident #4's records included the results of all
recent neurological test results,

b Lose- veler +0 1242

d. The facility failed to impiement an effective
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tracking system to summarize the extent of
Resident #4's selzure activity, as follows:

At 5:08 PM, review of a Seizure Summary Chart
indicated that Resident #4 had experienced 2
seizures in October 2007 and 1 selzure in
November 2007. However, review of individual
Seizure Observation Report forms revealed that she
had experienced 3 seizures each month. In
addition, the neurclogist wrote the following on an
Qctober 30, 2007 consultation form: "... is doing _ ;
well, no seizures..." There was no evidence that the
PCP and neurologist were provided data that
accurately reflected the number of seizures

occurring. -l ?

-rafer Fedevmh 19
2. The facility also failed to refer Resident #2 for 2, Lrose.-ra Yo W2, Hao¢
serum anticonvulsant testing timely and in d»e—c'\m% i | 03 624
accordance with POs. Her POs reflected ongoing _ ' : 9N 5 .

lab orders to obtain serum Tegretol levels every 3
months. On June 11, 2008, beginning at 11:02 AM,
‘review of lab reports revealed a 6-month gap in
testing, between August 16, 2007 and February 14, . :
2008. Her seizure records indicated she was taken K
to an emergency room on September 30, 2007 after
a seizure. She experienced another seizure in :
November 2007 as well. ! :
s, Cyoss-reler 4o \500.2
3. Even though Resident #2 was at risk of E :
aspiration during meals, there was no evidence that ! i
the medical team had effectively monitored the 3 :
implementation of her mealtime protocal, to ensure
her health and safety.

Cross-refer to 1500.2. Resident #2's mealtime
protocol, dated QOctober 12, 2007, and her ongaing
POs, prescribed foods pureed to a pudding
consistency. Staff also were instructed to "monitor
far signs" of aspiration. During the

Health Reguiation Adminisiration
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survey, staff at the day program and in the home
were observed feading her foods that were not of a
pudding consistency. Resident #2 was observed
coughing during her meals at the day program and
at home. Staff in both locations reported that it was
not unusual for her to cough. Nursing staff,
however, in both locations stated they were

| unaware of her coughing. Review of the mealtime
protacol revealed no clear instructions for staff to
follow if/when they observed her coughing.

4. The medical team failed to ensure that Resident RM Wlu PYDVCCM; C‘-dd’"hw‘

#3 received hydration as ordered by the primary y WA S OU‘\(A d,&‘il p éiﬂM y
care physician, as follows: :"ﬂW'\ Eﬂﬂ\ (gm 7 '?.2 -DK
ATH Y A% wee AR
On June 9, 2008, at approximately 5:05 PM, the : rk :
medication nurse was observed preparing Resident DAL ., % JVHEEL VUAL ED '
#3's tube feeding. He mixed crushed calcium R‘M Nﬂ.&, ;@ ' 3 *Sﬁ,z
carbonate into 5 ml water, stirred and then . W G\U & S an
administered the calcium. He flushed the G-tube ' m G
with 10 ml water, followed by a half can of o 0‘\%\)\\{_‘9& \>-
lsosource HN. He completed the process by P f
flushing the G-tube with another 235 ml water. '

Resident #3's tube feeding was observed again on
the following maorning, June 10, 2008, beginning at
8:06 AM. The nurse stirred crushed calcium
carbonate into water and administered it. The
nurse then stirred two scoops of protein powder into . ;
water and administered the protein. He then : L
administered a half ¢an of Isosource. Throughout , '
the process, including flushes before and after each ’
supplement and food source, the nurse used a fotal
of 250 ml of water. He stated that the 250 ml was a
minimum, and that the resident was not on a fluid
restriction.

On June 10, 2008, beginning at 12:36 PM, Resident
#3's POs were reviewed to verify the
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medication pass and tube-feeding process. The
June 2008 POs reflacted three separate and distinct
feeding orders, as follows:

"Free water flushes with 250 ml 4 times daily after
each feeding..."

"Flush tube with 15 ml water before and after each
medication and 5 ml water between each
medication every shift.”

"2 scoops Beneprotein three times daily via G-

tube...”

Both nurses had begun the process by securing
250 ml, which they administered at various times
throughout the feeding process. Both nurses failed
to implement the second arder (flushing with 15 ml
between each medication). The afternoon nurse
failed to administer 250 ml after the feeding and the
morning nurse had used a portion of the 250 ml for
dissolving the protein powder.

The facility's RN was interviewed on June 10, 2008,
beginning at approximately 12:55 PM. She stated
that Resident #3's POs had been written to reflect
the what the nutritionist had recommended. The
RN stated that she would seek clarification of the
orders with the nutritionist. The nutritionist was in
the facility the next day. At 9:53 AM, the RN said
that she had just spoken with the nutritionist, who
confirmed that they were indeed separate orders.
Her expectation was that the resident would receive
a full 250 mil of free water at the very end of the
food administration process. The 5-15 ml flushes
in-between each supplement and/or medication was
in addition to the 250 ml after the meal.

There was no evidence that the primary care
physician and/or the supervisory nurses had
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monitored the G-tube feeding process to ensure
accurate implementation of her POs, prior to the
survey. In addition, there was no evidence that
facility nurses sought clarification of the order prior
to the survey.

5. The facility's nursing staff failed to ensure
Resident #2 received dental care/ oral hygiene after
every meal and before bedtime in accordance with
the dentist's orders. On June 10, 2008, at 2:11 PM,
review of Resident #2's dental records revealed that
on February 13, 2008, the dentist increased the
frequency of daily oral care to "brush teeth after
meals and before bedtime.” Her Health
Management Care Plan (HMCF), updated May 6,
2008, indicated staff should "assist with oral
hygiene PRN." Review of staff documentation
revealed that she typically had her teeth brushed
before and after breakfast and then again at
approximately 8:00 PM, as she prepared for bed.

At approximately 2:22 PM, interview with the QMRP
revealed that Resident #2 did not receive oral care
after lunch while at the day program. The afternoon
LPN stated that day programs would not normally
provide tooth brushing unless there were a “"spacial
order.” The QMRP and RN stated that they follow
the dentist's recommendations. At 2:24 PM, a
direct support staff person assigned to the evening
shift confirmed that the client's teeth were brushed
before and after breakfast and at approximately
8:00 PM. There was no evidence that nursing staff
ensured that Resident #2's teeth were brushed daily
at the frequency recommended by the dentist.

6. Facility nurses failed to refer Resident #2 for
urinalysis testing in accordance with orders, as
follows:

401 i
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a. On June 10, 2008, at 2:52 PM, review of
Resident #2's HMCP, dated September 25, 2007
{updated periodically, through May 6, 2008),
revealed she had recurrent urinary tract infections
(UTIs). The HMCP indicated that when she
developed a UTI, she was to have urinalysis testing
shortly after treatment with antibiotics, to ensure
that the treatment was effective. .Review of
Resident #2's medical chart revealed that she had
been treated with Cipre for a UTI, beginning on
October 12, 2007. Review of her lab reports failed !
to show evidence of a follow-up urinalysis during : :
the weeks that followed her antibiotic treatment.
When Interviewed on June 11, 2008, at
approximately 12:10 PM, the RN confirmed that, as
standard practice, the client should have had
additional urinalysis approximately 2 - 3 weeks after
the antibiotic treatment was completed. The RN
reviewed the lab records and acknowledged that
the next documented urinalysis was performed on
May 30, 2008, 7 months after the previous
urinalysis.

b. Resident#2's ongoing POs included having
routine urinalysis tests performed every 6 months.
Urinalysis testing on October 10, 2007 indicated an
infection, for which she received antibiotic : ,
treatment. Another lab report, dated February 14, 4 ' : o
2008, indicated that the"test was cancelled - patient
unable to void." However, the next documented
attempt to obtain a urine sample was on May 30, .
3008, 3 ¥2 months after the failed attempt in ‘
February, and 7 months after her last successful '
unnalysns

7. Facility nurses failed to send Resident #2 to the
emergency room (ER) after experiencing 3 seizures
within the same day, in accordance with their
established seizure protocol. On June 10, 2008,
Resident #2's seizure and neurology
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records were reviewed, beginning at 3:34 PM. She
was seen by the neurologist on May 1, 2008, The
corresponding consultation report form indicated
that she had experienced three seizures on April
14, 2008. On June 11, 2008, at 2:30 PM, a nursing
progress notes dated April 14, 2008 reflected: "3
back to back seizures of 30 seconds each ... lab
Tegretol was 6.00 WNL ... notified <primary care
physician> and the Director of Nursing made aware.
" The April 14, 2008 Seizure Activity Checklist also
reflected 3 seizures on that day. At2:37 PM,
review of the agency's Protocol for Seizure Disorder
revealed that if a client experienced a"third seizure
in 24 hours, send client to the emergency room."
The client's records did not, however, reflect a visit
to the ER on April 14 or 15, 2008. At 2:50 PM, the
RN confirmed the seizure protocol was current and
that residents should be taken to an ER if they
experience a third seizure in one day. After
“examining the seizure record, the RN |
acknowledged that Resident #2 had not been taken
to the ER in accordance with the protocol.

8. Facility nurses failed to refer Resident #4 for
urinalysis testing in accordance with orders. On
June 12, 2008, at 10:20 AM, review of Resident
#4's medical chart revealed that on January 7,
2008, a urinalysis test had indicated bacterial
infection. She was then prescribed Augmentin 500
mg twice daily for 10 days. Review of her iab
reports failed to show evidence (to date) of a follow-
up urinalysis in the 8 months that followed. At
11:47 AM, review of Resident #4's HMCP, dated
January 8, 2008 and incorporated in her January
11, 2008 ISP, revealed that she had recurrent
urinary tract infections (UTls). The HMCP indicated
that after recelving treatment with antibiotics, she
was to have follow-up urinalysis testing to ensure
the freatment was
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3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training and
assistance to residents in accordance with the
resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced bv:

Surveyor: 17815

Based on observation, interview and record review,
the GHMRP failed to ensure that each resident
received habilitation, training and assistance in
accordance with the Individual Support Plan (ISP),
for four of the eight residents of the facility.
(Residents #1, #2, #3 and #5)

The finding includes:

1. Resident #1 was admitted on January 31, 2008
with a Behavior Support Plan (BSP) as part of her
Individual Support Plan (ISP), that was developed
by her former provider. It included one-on-one
supervision. Her new BSP, dated March 2008 also
incorporated one-on-one staffing, between 6 AM
and 10 PM. The BSP listed the following targeted
behaviors: physical aggression, self-injury (including
"deliberately throwing herself to the floor");

 tantrums, attempts to abscond, securing food in

excess of her nutritional recommendations and non-
compliance. The BSP said staff should record all
incidents of targeted behaviors. There was no
evidence that staff implemented Resident #1's
Behavior Support Plan (BSP), as follows:

a. The psychologist wrote the following in Resident
#1's annual psychological assessment,

B521.%.
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effective. There was no evidence that facility
nurses scheduled follow-up urinalysis in accordance
with her HMCP.
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incident report failed to indicate how or whether
staff intervened in accordance with the plan, at the
time of the tantrum, There was no behavioral data
available to verify proper implementation of the
BSP. The corresponding investigation report, dated
May 5, 2008, failed to indicate whether the staff's
response to the tantrum behavior had been in
accordance with strategies outlined in the BSP.

2. The facility failed to ensure that Resident #1 had
custom-melded shoes as prescribed by her
interdisciplinary team. Review of unusual incident
reports revealed that Resident # 1 had sustained
several falls between her date of admission
(January 31, 2008) and May 1, 2008. On June 9,
2008, the resident was observed ambulating with an
unsteady gait at her day program and in the home.
On June 10, 2008, review of her physical therapy
evaluation, dated February 29, 2008, revealed a
recommendation for custorn-molded shoes due to
"severely pronated ankles." On June 12, 2008,
interview with the Qualified Mental Retardation
Professional (QMRP) revealed that the team had
agreed and an appointment for an evaluation (i.e.
measurements, etc.) for custom-molded shoes was
scheduled for July 10, 2008. The QMRP presented
a 719A form for the shoes, dated May 19, 2008. To
date, the resident remained without custom-molded
shoes.

W
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dated May 22, 2008: "...Data for February is not 3
available. Further, data for March and April is also
missing..." - -
b. An incident report, dated March 3, 2008, at 6:15 b, Relencse. \’%Qm‘-‘& Yo
PM, documented that Resident #1 had a tantrum . - = -
while having her hair washed . She fell to the floor W4sle, WSS WISH "1.350%
and reopened an existing sore on her knes. The " AR onemni)
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3. The facliity failed to ensure that Resident #2
received training and appropriate staff support in
the use of a safety harmess. On June 9, 2008,
beginning at approximately 11:01 AM, Resident #2
was observed at her day pragram. Her right arm
and shoulder were positioned outside of the safety
hamess on her wheelchair. When asked about the
harness, a direct support staff surmised that she
had repositioned her arm because it was hot
outdoors. [Note: At the time, the air indoors felt
comfortable to this surveyor.] Further interview with
the day program staff revealed that her safety
harness should be secured at all times "for
protection,” to prevent her from leaning too far
forward. On June 12, 2008, at 10:43 AM, the
QMRP, RN and home manager all concurred that
Resident #2's safety harness should be secured at
all times. They further indicated that the resident
was known to independently move her arm out from
under the harness. The QMRP stated that she had
reviewed this topic with residential staff at a recent
(March 31, 2008) training. There was no evidencs,
however, that the facility had verified whether the
hamess was kept properly secured while the
resident was at day program. In addition, there was
no avidence that the resident’s alleged habit of
removing the safety harness had been addressed
by her interdisciplinary team, to include a training,
program if indicated.

4. The facility failed to ensure that Resident #3 had
an air mattress as prescribed by her '
interdisciplinary team. Interview with the group
home manager on June 11, 2008, at 3:10 PM,
revealed a new air mattress had been requisitioned
for Resident #3 after her previous one was
discarded (due to a foul odor). At that time, there
was no air mattress on the resident's bed. Review
of Resident #3's ISP, dated June

|
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15, 2007, revealed a recommendation that she
have an air mattress "to assist in the prevention of
skin breakdown.” The ISP maintenance schedule
indicated the mattress should be monitored daily
and that it should be replaced as needed. On June
| 12, 2008, at 4:15 PM, the home manager presented
a 719A form that was dated May 20, 2008, 3 weeks )
earlier. The home manager stated that the form i i
had not yet been submitted as they were awaiting ' : '
the primary care physician's signature.

5. The facility failed to ensure that Resident #5's Reforence- w&: a m& c\aE\c—t&nui 72308
wheelchair was maintained in good repair. Wu3 oy *W-’-

Observation of Resident #5 seated in her ovr"*\"-

wheelchair on June 9, 2008, at 5:38 PM, revealed P

the treads on the left front and rear wheels were
very worn. The vinyl on the the edges of the foot
box was torn and the vinyl covering on the front end
of the right armrest was missing. Further
observation at 6:51 PM revealed a large hole (2 to 3 : '
inches in diameter) in the center of the moided seat D E
from which the foam was exposed. Staff interview '
indicated that the seat of the resident's chair was
repaired approximately nine months before the” : :
survey and that the resident had damaged her own ' ’
wheelchair again. At the time of the survey, there
was no evidence measures had been implemented
to ensure that Resident #5's wheelchair was
maintained in good repair.

1500 3523.1 RESIDENT'S RIGHTS 1500 1500

Each GHMRP residence director shall ensure that 3 SZ 3 ' ‘ j !
: the rights of residents are observed and protected g
in accordance with D.C. Law 2-137, this chapter, :
: and other applicable District and federal laws.
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This Statute is not met as evidenced by;
Surveyor; 17815

Based on Interview and record review, the facility
failed to implement policies that ensured the health
and safety of two of the four residents in the
sample. (Residents #1 and #2)

The findings include:

1. Resident #1 was admitted to the facility on
January 31, 2008. Her records indicated an history
of falls, including "status post fracture of the right
humerus.” Interview with Qualified Mental
Retardation Professional (QMRP) on June 9, 2008,
at 4,10 PM, revealed that the resident's previous
Behavior Suppart Plan (BSP) developed by her
former provider had incorporated using one-on-one
staffing. The QMRP said she had reviewed with her
staff the existing BSP at the time of admission. The
QMRP further indicated that the resident received
one-on-one supervision during awake hours (6 AM -
10 PM). This was verified as in accordance with
her updated Individual Support Plan (ISP), dated
May 23, 2008.

During the first several months after Resident #1
was admitted to the facility, she had four
documented falls, some of which resulted in
injuries. The survey revealed that the facility had
failed to implermnent a system to effectively prevent
Resident #1 from sustaining injuries, as follows:

a. An incident report documented that
approximately one week after admission, on
February 7, 2008, at 3:30 PM, she fell while
boarding a van and sustained brulses to her face.
The resident's Health Management Care Plan
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(HMCP), dated February 1, 2008, stated that due to
 her seizure disorder, she had potential for
sustaining injuries. The HMCP instructed staff to
implement “fall precautions, daily,” however, it did
not specify or otherwise describe what fall
precautions should be implemented.
b. An incident report documented that on February -
10, 2008, at 2:15 PM, Resident #1 fell while getting C
up from the sofa after awakening from a nap. She :
sustained slight swelling above her eyebrow. Staff i ;
reportedly saw her as she was getting up-but was
unatle to reach her before she fell. Co ,
c. Cross-refer to federal deficiency W252. Another ¢\ Lrose> W vesponed. |4, 22 (!4
incident report, dated March 3, 2008, at 6:15 PM, 4o W252 of e Secen)

1 having her hair washed. She reportedly fell to the
floor and reopened an existing sore on her knee.
The Incident report failed to indicate how or whether
staff intervened in accordance with her BSP. There
was no record of the March 3, 2008 behavioral
episode in the resident’s behavior data. The
corresponding investigation report, dated March 10,
2008, failed to indicate whether the staff's response
to the tantrum behavior had been in accordance
with the strategies outlined in the BSP.

documented that Resident #1 had a tantrum while C)Ef‘\b\w m .

It should be noted that there was no evidence that
the facility determined whether additional safety
precautions might be indicated to prevent future
incidents.

d. Review of in-service training records revealed
that on March 21, 2008, the QMRP provided i
training to the direct support staff on one-an-one :
duties and responsibilities. However, on March 24,
2008, at 7:55 AM, staff discovered a bruise to
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Resident #1's upper right face, under the eye. The :
source of the injury was not known. ,
' . . . o » i o Ty
e. On April 2, 2008, Resident #1 feil on her knee Croes PQKQ"‘P UL PELINY 7,23 08
after her foot reportedly got caught on a chair while 'h') WD, o - Qof‘ G, Q, o
ambulating. The corresponding investigation report, ' * "
dated April 6, 2008, included a recommendation for C’S' i ;
PT training. In-service training records, however, : ' '

indicated that the PT provided training on May 17,
2008, approximately 6 weeks after the April 2, 2008
fall, and after she experienced yet another fall (on
May 1, 2008) that resuited in a sprained ankle,

f. Anincident report documented that on May 1,
2008, at approximately 8:00 AM, Resident #1 was
heard making "loud vocalizations” in her bedroom.
Staff entered the bedroom and found her seated on
the fleor, with an abrasion to her right knee, and a
swolian right ankle. Evaluation at the emergency
room revealed a right ankle sprain. The origin of o
the resident's injuries were unknown. According to o |
her March 2008 BSP and her Individual Support o |
Plan (ISP), she was to recelve one-on-one staff ’
supervision during awake hours between 6 AM - 10 l
PM. When interviewed further, the QMRP
acknowledged that the resident had been alone at
the time of her injuries.

g. On June 9, 2008, review of Resident #1's record
revealed that she was evaluated by the physical
therapist (PT) on February 22, 2008, The
assessment report, dated February 29, 2008,
indicated that she "would benefit from custom-
molded shoes as soon as possible secondary to
severely pronated ankles... staff should be trained
on proper lifting techniques when she flops onto the
floor." The PT further wrote that he had discussed :
his . :
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recommendations and clinical plans with the
QMRP, House Manager, direct support staff and the
relevant interdisciplinary team members on S :
February 29, 2008. However, on June 9, 2008, : Co 5
interview with the QMRP revealed that the PT :
racommendations had not been achieved timely, as
follows:

1) Staff in-service training records indicated that the
PT trained staff on May 17, 2008, 2 1/2 months
after the assessment and almost 4 1/2 months after
she was admitted.

2) The resident remained without the molded shoes.
She was scheduled for an appointment on July 10,
2008, 3 1/2 months after the PT assessment. It
should be noted that the 719A form for the custom-
molded shoes was dated May 19, 2008 more than 2
: months after the PT discussed the need for shoes

‘ with the QMIRP.

h. Cross-refer to federal deficiency W153. Staff _ Crozes W«N& espoMEd. 1-23 08
who were on duty at the time that Resident #1's 1o WI5% fedem) Adheen

injuries of unknown origin were discovered on May _ . : Qﬁ 0\060‘“5‘)
1, 2008, at 8:00 AM, failed to implement the N‘,?@ff \ Rleo cvene-

facility's incident management policy to ensure L ,
timely reporting. The policy states that the QMRP Nesponse to A O
and Director should be notified immediately of all . “
emergencies and it also stated that incident reports
should be completed hefore the end of the shift.
However, the QMRP, State agency and the facility's
Director of Residential Services were notified more
than 24 hours later, on May 2, 2008 (at 8:00 AM,
2:29 PM and 2:50 PM, respectively).

In summary, the June 9, 2008 interview with the

QMRP revealed that it was known that Resident #1 _
required close supervision and had a history of | , . i
injuries due to falls when she was admitted. S :
However, review of incident reports revealed that o :
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she had experienced four falls between January 31,
2008 - May 1, 2008. Even though she had one-cn-
one staff assigned between § AM - 10 PM, there

| were 3 injuries documented since her BSP was

updated in March 2008, 2 of which were of
unknown origin. In addition, the resident remained
without her prescribed custom molded shoes at the
time of the survey., There was no evidence that the
facility implemented measures timely to ensure the
resident’s safety.

2. A mealtime protocol had been developed to
address Resident #2's assessed risk of aspiration.
Observations at the day program and in the home,
however, revealad a failure to protect her health
and safety. The mealtime protocol failed to provide
clear, written instructions to ensure the resident's
health and safety. In addition, staff did not provide
the meals in accordance with the protocol, as
follows:

a. Resident #2's mealtime protocol, dated October
12, 2007, did not provide clear, written instructions,
as follows:

1) On June 9, 2008, Resident #2 was observed
having lunch at her day program. At 11:44 AM, the
resident held her WonderFlo spout cup with her
right hand and was observed guzzling Boost Plus
nutrittonal supplement at a very fast pace. The
resident coughed repeatedly while drinking. At one
moment, the staff person told her to "be careful...
you have to rest, drink a bit, and then rest." The
staff person placed her hand behind Resident #2's
head, pulled it forward slightly, because the resident
had tilted her head backwards, hyperextending her
neck. Despite the one verbal prompt, the resident
did not slow her drinking pace and the coughing
continued. The staff person turned to this surveyor
and :
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stated "when she puts this cup in her mouth, she
doesn't want to... release the cup” until itis empty.
At 11:54 AM, the resident coughed repeatedly while
drinking some apple-cranberry juice at a fast pace.
When asked if the resident coughed often, the two
direct support staff who were assisting at iunch
replied yes.

At 1:35 PM, review of Resident #2's mealtime
protocol revealed the following: "Staff should assist
her with drinking... Place the cup in her right hand
allowing her to take sips of beverage between bites
and after meal is completed.” The protocol did not
further elaborate on how staff should assist her.
There were no instructions that addressed the
hyperextended neck or when she drank fluids at a
fast pace. :

2) Resident #2's mealtime protocol included the
following: “feed her slowly; monitor for signs of
aspiration such as... coughing, choking, watery
eyes.” The protocol did not, however, instruct staff
on how they should respond if she showed signs of
aspiration.

At approximately 2:00 PM, interview with the two
day program nurses revealed that they expected
staff to bring the resident to the nurse's statlon if
she showed signs of aspiration. The nurses and a
day program case manager were immediately
informed of the observed fast drinking pace with
coughing. They were also informed that the direct
support staff had indicated that coughing was a
frequent occurrence. At the time, neither nurse had
been told that the resident had coughed at lunch.
They both indicated that they were previously
unaware that she frequently coughed during meals.
The case manager stated that they would ask the
group home for further clarification on how to
address her rapid

1 500

" Health Regulation Administration
STATE FORM

oew FLGOT

If continuatlon sheel 36 of 36




JUL-16-2888 19:12 FROM:

T0: 2624429438 P.7
! PRINTED: 07/07/2008

drinking while hyperextending her neck,

b. Observations at the day program and in the
home revealed staff did not feed Resident #2 foods
that were of the consistency ordered by the primary
care physician and included in the mealtime
protocol, as follows:

1) On June 9, 2008, at 11:31 AM, Resident #2 was
presented her lunch plate at the day program. She
was served, amang other food items, pureed beef
burger with gravy. The burger and gravy was of a

 thin and watery consistency. Her meaitime protocol

indicated that she was to receive foods "pureed with
added fiber, pudding consistency.” This was
consistent with her physician’'s orders, dated June
1, 2008 ("pureed to pudding consistency"). It
should be noted that the resident repeatedly
refused attempts by staff to feed her the food. She
was presented Boost Plus nutritional supplement
instead. :

At approximately 2:05 PM, two day program nurses

were informed that Resident #2's food was not of a
pudding consistency, as ordered. The nurses and a
case manager stated that they would ensure that
lunches served in the future would be of the
prescribed consistency.

2) On June 9, 2008, at 6:21 PM, residential staff
was observed mixing Resident #2's dinner foods
(pureed chicken, green beans and mashed
potatoes) together into a wide-rimmed beverage
glass. After the resident ate a few spoonfuls of the
food mixture, she refused to continue. The staff
stirred Vanilla Boost Plus into the mixture, rendering
it the consistency of a thick soup. This too, was not
the "pudding” consistency ordered by the primary
care physician.
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In the minutes that followed, Resident #2 coughed
several times while being fed the mixture (see
complete description in the paragraphs that follow).
At approximately 6:27 PM, the surveyor brought the
resident's coughing to the RN's attention, and
informed her that the resident's food had not been
of pudding consistency.

¢. Staff in the home did not give Resident #2 her o ; |
liquids in the prescribed WonderFlo spout cup, as ; -
follows:

On June 9, 2008, at 6:24 PM, a direct support staff
person was observed stirring Boost Plus into
Resident #2's pureed food, instead of using the
prescribed WonderFlo spoutcup. The staff person . :
was then observed pouring the mixture into o |
Resident #2's mouth from a wide-rimmed beverage ' |
glass. The resident's neck was hyperextended and
the resident coughed. Without pausing, the staff
said "good girl" and kept pouring the mixture into : i
her mouth. The staff emptied the rest of the Boost
Plus into the glass, which rendered the mixture to a
soupy texture. Once the feeding resumed,
Resident #2 coughed hard and food came out onto
her bib, The staff said "l didn't tell you to spit it out"
and continued presenting the dinner at a fast pace.

With that cough, at approximately 6:27 PM, this
surveyor summoned the nearby RN's attention.
The RN, who had not been observing the meal at
that time, intervened immediately. She asked the
staff about the resident's WonderFlo cup. While
pointing, the staff said it was in the kitchen. The
staff then walked to the kitchen, opened another
can of Boost Plus, poured it into the spout cup and
returned to the resident. The resident had finished
her dinner and was now drinking the
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supplement from her spout cup. No additional ‘
coughing was observed.

While the RN reviewed the mealtime protocol, the
surveyar informed her that the food had been _
presented at a rapid pace, that the resident had ' i |
coughed repeatedly and that the food had not-been o
of pudding cansistency. The RN pulled staff aside
and reviewed the protocol with them. She then o
shared the information with the Qualified Mental '
Retardation Professional, who stated that they
would retrain all of their staff.

On June 10, 2008, at approximately $:00 PM
(before the dinner meal), the RN and the LPN on
duty pravided a more indepth in-service training for
all of the staff regarding the danger posed to heaith
and safety ifiwhen a resident aspirates food or
beverage and therefore, the importance of adhering _ _
to the residents' mealtime protocols. _ ;
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R 122 4701.2 BACKGROUND CHECK REQUIREMENT

R 125

Except as provided in section 4701.6, each facility
shall obtain a eriminal background check, and shall
either obtain or conduct a check of the District of
Columbia Nurse Aide Abuse Registry, before
employing ar using the contract services of an
unlicensed person.

This Statute is not met as evidenced by:
Surveyor: 17815 ‘

Based on the review of personnel ragords, the
GHMREP failed to ensure or obtain criminal
background checks prior to employing unlicensed
persons.

The finding includes:

Review of the personnel files on June 11, 2008,
beginning at 8:47 AM, revealed no evidence of any
criminal background check for 1 of the 13 direct
support staff (S6).

4701.56 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclose the
crimirial history of the prospective employes or
contract worker for the previous seven (7) years, in
all jurisdictions within which the prospective
employee or contract worker has worked or resided

within the seven (7) years priar to the check.

This Statute is not met as evidenced by:

Surveyor: 178158

Based on the review of personnel records, the
GHMRP failed to ensure criminal background
checks for the previous seven (7) years, in all
jurisdictions in which the employees had worked or
resided within the seven (7) years prior to the
check.
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i The finding includes: ‘ l
wnd tnesl For |
Review of the personnel files on June 11, 2008, Boceoyran a G- ~ '7,!(5'0?
beginning at 8:47 AM, revealed no evidence of a of dhe \3 dire el SUJ'PPDV*’Y“ )
comprehensive criminal background check for 1 of - W o I»P'Té'cﬂ
the 13 direct support staff (34). A DC check was stafé Cﬁu") WG S ‘7’2”:"0' " A
documenied. However, she had worked in Virginia M e 1l ot -
during 2004 and there was no evidence of a b o ia
' background check for that jurisdiction. SLLF Qe s i

This is a repeat deficiency. See deficiency report
dated June 14. 2007.
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